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THE ETIOLOGY OF MANIC-DEPRESSIVE SYN- 
DROMES WITH SPECIAL REFERENCE 
TO THEIR OCCURRENCE IN 
TWINS. 
By AARON J. ROSANOFF, M.D., LEVA M. HANDY, M.A., 
anp ISABEL ROSANOFF PLESSET, B. A. 


In previous communications, dealing with certain aspects of the 
etiology of mental deficiency,’ * *» mongolism,* epilepsy,® delin- 
quency and criminality,® and the so-called schizophrenic psychoses,’ 
we have outlined the general plan of our research of mental dis- 
orders in twins. The reader is referred to these communications, 
as they contain discussions of theoretical points which have a bearing 
also on the subject to be dealt with in this report: thus the need for 
reiterating these discussions will be avoided. 

Among the records, which are in our possession, of 1014 pairs 
of twins with some mental disorder in one or both of the twins in 
each pair, are included 90 pairs of twins with manic-depressive 
syndromes. The main object of this communication is to report a 
study of this part of our material. 


§ 1. GENERAL SURVEY OF THE MATERIAL. 


In Table I we have summarized our material in such a way as 
to reveal the general findings. 


TABLE I. 


MANIC-DEPRESSIVE SYNDROMES IN TWINS. 


Same-sex twins. 
| Opposite-sex 

| twins Totals. 
| (dizygotic). 

| 


Probably 
monozygotic. 


Probably 
dizygotic. 


Males. | Females.| Males. | Females. 
Both affected. ... 6 10 | 2 | 6 3 27 
‘Males 5 
) “+a, | | « 
One affected......} 3 4 | 24) 63 


Totals. . | i tet @ 32 90 


i 

** de 2 

| 
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lor the material as a whole the figures exhibited in the table 
suggest the following interpretations: 

1. Hereditary or germinal factors play an important part in the 
etiology of manic-depressive syndromes, as is shown by the contrast 
between monozygotic and dizygotic twins with respect to the per- 
centage of cases of both twins of the pair affected—69.6 per cent 
for the monozygotic and 16.4 per cent for the dizygotic twins. 

2. Hereditary or germinal factors, in themselves, are often in- 
adequate, 1. ¢., they do not suffice to produce a manic-depressive 
syndrome, as is shown by the high proportion of cases among 
monozygotic twins in which only one of the pair is affected—30.4 
per cent in our material. In other words, in some cases at least, 
factors other than hereditary are required to produce the pathogenic 
effect. 

3. Hereditary or germinal factors are not always present—there- 
fore not essential—in the etiology of manic-depressive syndromes. 
This is shown by the relatively high proportion of cases among 
dizygotic twins in which both of the pair are affected—16.4 per cent 
in our material. 

To make this point clear a comparison has to be made between 
dizygotic twin-brothers and twin-sisters of manic-depressive pa- 
tients, on the one hand, and their siblings, on the other. As we have 
pointed out in previous communications, the genetic relationship 
existing between dizygotic twins is no closer than that between 
siblings. Therefore, any excess in the incidence of manic-depressive 
syndromes among the dizygotic twin-brothers and twin-sisters of 
patients thus affected, as compared with their siblings, cannot be 
attributed to hereditary or germinal factors, but only to factors of 
prenatal, intranatal, or postnatal environment, to the influence of 
which twins are more often exposed together than siblings. 

In a recent communication Pollock, Malzberg and Fuller * report 
the following findings among 745 siblings of manic-depressive pa- 
tients: there was a total of 29 cases of mental disease, divided as 
follows: 11 cases of manic-depressive psychoses (including one of 
involutional meiancholia), 7 cases of dementia praecox, I case of 
psychoneurosis, 1 of epilepsy, 1 of alcoholic psychosis, 4 cases of 
undiagnosed psychoses, and 4 of general paralysis. 

If we count only the 11 manic-depressive cases, the proportion of 
affected siblings is found to be barely 1.5 per cent. If we count all 
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the cases other than general paralysis, the proportion still amounts 
to but 3.4 per cent, 7. e., roughly between one-eleventh and one-fifth 
of the rate among the dizygotic twin-brothers and twin-sisters of 
manic-depressive patients in our material. 

4. Sex is a factor of great importance in the etiology of manic- 
depressive syndromes. This is not a new finding by any means. The 
higher incidence of manic-depressive psychoses among women, as 
compared with men, has been noted by all students of the subject, 
and is a fact plainly in evidence in all mental hospital statistics. It 
is now even more strikingly indicated in the most crucial material 
that can shed light on the point in question, namely, opposite-sex 
twins. As the table shows, among our 32 pairs of such twins, both 
of the pair are affected in 3 instances, the male twin alone in 5, and 
the female alone in 24—a relative excess of females affected, as 
compared with males, amounting to 237.5 per cent. 

It may be of some interest to compare the foregoing findings with 
those revealed by similar material reported by other investigators. 
Unfortunately, only a small number of case reports of manic- 
depressive psychoses in twins are to be found in the medical liter- 
ature. They are, for the most part, individual case reports. The 
only systematic statistical study of manic-depressive psychoses in 
twins which had been undertaken heretofore seems to be that of 
Luxenburger.® 

He furnishes a series of tables in which are summarized the find- 
ings in cases of mental disorders in twins, arranged in three groups: 
(a) cases gathered from the literature, (b) cases obtained by means 
of a questionnaire distributed to mental hospitals, and (c) cases 
obtained as an uninterrupted series. 

In this mass of material are included 59 cases of manic-depressive 
psychoses in twins. We have compiled the data revealed by these 
cases in Table II, for the convenience of the reader in comparing 
them with our material. 

In making the comparison suggested, the following facts should 
be noted: The total amount of material is small, and when it is 
broken up into the various groups and subgroups, the numbers 
shrink so that the resulting percentages cannot be regarded as con- 
clusive. In one-sixth of the cases the type of twins is unascertained, 
rendering that part of the material practically valueless for our 
purpose. The cases from the literature and those gathered by means 
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of a questionnaire are, as usual, overloaded with mon rotic twit 
and with instances of both twins affected. This leaves but 17 cases 
in the uninterrupted series ; and these constitute material which is 
qualitatively satisfactory but quantitatively inadequate 
Nevertheless, this material, like ours, shows, first, the marked 
contrast, as between mot ozvgot and dizvgotic twins, with re gard 
to the relative proportions of cases 1n which both twins of the pair 
are affected; and, secondly, that among monozvgotic twins with 
rABLE II 
PREVIOUSLY REPORTED CASES OF MANIC-DEPR IVE P 
IN TWINS (FROM LUXEN 
Sources of the 
materials. 

Cases from the literature 24 I ; 2 2" 4 
Questionnaire cases 4 I ? 6 I 
Uninterrupted series 3 13 3 4 17 

jc 2) ee 31 2 I 15 5 5 37 22 
manic-depressive psychoses there are instances of discordant find 
ings, 1. e., in which only one of the twins is affected, the other being 
normal. 

§ 2. OBSERVATIONS IN Monozycotic Twi 


We have already had occasion to point out, in 
cations, that a disease, which is determined solely by hi reditary or 
germinal factors, if observed in one of a pair of monozygotic twins, 
should invariably be found in the other twin as well. In the two 


Lil 


1 


twins there should be no material difference, quantitative or qualita- 
tive, in the clinical manifestations. If such differences are found in 
a given instance, we are forced to attribute them, and perhaps the 
disease itself in that instance, to factors other than those of heredi 
tary or germinal origin. 

In dealing not with a single case, but with a series of cases be- 
longing to a clinical group, such as that of manic-depressive syn- 


I 

( 
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dromes, we are confronted with a more complex problem. The 
group is not to be sharply delimited either from normal mental states 
or from some other psychotic conditions. Within the group there is 
a wide range of individual differences in manifestation. 

It would seem obvious, a priori, that we have no basis here for 
assuming a uniform etiology. The part that may be played here by 
hereditary or germinal factors may vary in individual cases from 
0 to 100 per cent ; and for the group as a whole it can be expressed 
only in the form of a statistical figure. 

It has been stated repeatedly that manic-depressive psychoses are 
‘the most hereditary ” of all the commoner psychoses. Our material 
scems to bear out this statement. 

Among our monozygotic twins with manic-depressive syndromes 
there is a concordance of findings in 69.6 per cent of the cases—if 
we ignore, for the moment, the issue of quantitative dissimilarities. 

The corresponding figure for our schizophrenic group? is 61.0 
per cent; and for our epileptic group® it is but 52.2 per cent. 

\Ve are not offering these figures as conclusive. They are based 
on but 24, 41, and 23 pairs of monozygotic twins, respectively, for 
the three groups under consideration. They seem to us to be sig- 
nificant mainly because they are in harmony with a great deal of 
other evidence pointing the same way. 

‘rom amongst our cases of manic-depressive syndromes in mono- 
zygotic twins we have selected a few demonstrating: (a) complete 
concordance (both twins affected, similarly), (b) partial concor- 


lance (both twins affected, but in a manner quantitatively dis- 


similar), and (c) discordance of findings (only one twin affected, 
the other normal). No cases of qualitative dissimilarity has occurred 
among our monozygotic twins with manic-depressive syndromes ; 
i. e., no cases of one of the twins having this kind of a syndrome 
and the other exhibiting some neuropsychiatric condition belonging 
to another clinical group, such as mental deficiency, epilepsy, or 
schizophrenia. 

The first two cases to be cited represent instances of concordance 


ot findings. 


Case 1. Monozygotic Male Twins, Both Affected, Similarly.—The R. twins, 
John and William, were born in Ontario, Canada, on March 5, 1909. Their 
mother developed involutional melancholia and died recently in the Toronto 
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Hospital. A younger brother of the twins is an inmate of the Ontario Hos- 
pital at Kingston with “ dementia precox, hebephrenic type.” 

All who have observed these twins are in agreement as to their being 
monozygotic. They are identical in coloring, measurements, and features, 
and are practically indistinguishable. Both are short, stocky, “ of pyknic type.” 

When only a few months old the twins were separated, William being 


taken by an uncle who was a farmer living two hundred miles away and in 
fairly comfortable circumstances, and John remaining with his parents. They 


have seen each other but rarely, and that only in later years 


John was the first to develop psychotic symptoms, although William was 
the first to be hospitalized. John had to leave school at the age of 13 years 
and go to work in a mill, as his father died and he had to help support his 

Pp] 


mother and sisters. He has been somewhat unstable and never seems to have 
held any one position very long. Lately he has worried considerably over 
the family finances. His psychosis developed gradually in the early part of 
1930, 1. ¢., at the age of 21 years. He developed fanciful ideas of a semi- 
religious nature, said that Arnprior (the town in Ontario where he lived) 
had a connection with Noah’s ark, gave up his job to spend his time huntin 
for the landing place of the ark, also for the exact site of the garden of 
Eden which, too, he said, was in that vicinity. He became very excited over 
this, and irritable and assaultive when contradicted. By this time (May, 1930) 
his twin brother suddenly developed a mental breakdown and was committed. 
When John heard of this he became even more upset. He went down the 
street and assaulted several people, who, he said, sneered at him about this, 
although they had not even spoken to him. He was arrested for assault 
and battery and held for a month in the Arnprior jail, from where he was 
committed to the Ontario Hospital at Kingston on July 31, 1930 

Upon admission he was very unstable emotionally, quarrelsome, and as- 
f and the walls; showed distracti- 


bility with marked tendency toward sound associations. In a short time, how- 


saultive ; extremely untidy, smeared hims« 
ever, he quieted down, developed full insight, laughed at his former religious 
ideas, and was anxious to go to work again. He was discharged as recovered 
on January 29, 1931. At the time of our observation of the case, which was in 
the middle of August, 1932, he was in good health and well adjusted at home 
and at his work. 


William had always been very jolly, fond of company, “the life of the 
party.” As has already been stated, unlike John, he was raised in compara- 
tive comfort. His psychosis developed suddenly and under quite different 
circumstances. In the snoring of 1930 he applied for a position on the railroad, 
but did not get it. He became quarrelsome and assaultive; went out and 
placed obstructions on the railroad track of the line that would not hire him; 
then developed the idea that they were going to hang him for it. He was 
arrested on a technical charge of vagrancy and promptly committed to the 
Ontario Hospital at Kingston on May 10, 1930 

Upon admission he was found to be very unstable and variable emotionally, 
showed distractibility, was quarrelsome and assaultive. He, too, cleared up 
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in a short time and was discharged as recovered on January 29, 1931. At the 
time of our observation of the case, which was in August, 1932, he was at 
home, in good health, and getting along quite satisfactorily. 


Case 2. Monosygotic Male Twins, Both Affected, Similarly—tThe C. 
twins, Alexander and William, were born in Philadelphia, Pennsylvania, on 
September 20, 1898. There is a difference of 1} inches in their height, Alexander 
being the taller. In coloring, features, and otherwise they are identical, 
‘could not be told apart,” and there could be scarcely any doubt of their 
being monozygotic. 

The first attack developed in both twins almost simultaneously in 1917 and 
was mainly in the nature of depression. They were placed in the Pennsylvania 
Hospital, recovered in about four months, and were discharged. In the early 
part of 1919 they both had a recurrence and on March 7 of that year they 
were admitted together to the state hospital at Norristown, Pennsylvania. 

Alexander was discharged from the hospital on April 7, 1923. During his 
four years’ stay there his condition was at times one of depression, dullness, 
lack of interest; at others excitement with marked talkativeness, overactivity, 
necessitating treatment by continuous baths; still at others he was noted as 
being “clear mentally, quiet and orderly, assisting in the work of the 
hospital.” 

He remained at home, apparently well, for almost nine years, but eventually 
suffered another severe relapse and was readmitted to the Norristown State 
Hospital on September 30, 1932. At the time of our investigation of the 
case, which was in October, 1932, he was at the hospital in a highly excited 
condition. 

William remained in the Norristown hospital much longer than Alexander. 
He, too, recovered, however, and was discharged on March 26, 1926. His 
psychosis, like Alexander's, was characterized by phenomena of depression and 
excitement in variable order and in variable combinations, separated by brief 
intervals of more or less normal condition. 

He remained at home then for two and a half years, but in the early part of 
August, 1928, he had a recurrence. An attempt was made to care for him at 
home, but his condition grew worse instead of better and led to his readmis- 
sion to the Norristown State Hospital on September 15, 1928. There he was 
noted as “irritable, sleepless ; started changing his clothes and never finished; 
jumped from one thing to another; hyperactive, overproductive in his speech 
with flight of ideas, noisy,” etc. He continued in this condition until the 
latter part of February, 19290, when he showed marked improvement, was 
granted ground parole, and in the middle of April, 1929, was released to go 
home. He has remained at home in apparently recovered condition since 
then and at least up to the time of our investigation of the case, which was 
in October, 1932. The last reports on the hospital records are those of home 
visits of the social worker of the hospital in November, 1929, and January, 
1930: “ Doing splendidly, working every day, better than ever.” 
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described freely. She complained of occasional dizzy spells, of being greatly 
depressed and dwelling on the idea of suicide. She said that whenever she 
was alone and things were quiet, or whenever she was in church or in a 
theater, she would suddenly develop a fear that the walls would fall in on 
her, and would feel an impulse to scream. She realized that this condition 
was abnormal and worried over it. At the time of our observation of the 


case, which was in March, 1931, it had not been necessary to hospitalize her. 


Case 4.—Monosygotic Female Twins, Both Affected, but in a Manner 
Ouantitatively Dissimilar—The F. twins, Alma and Clara, were born in 
Michigan on June 28, 1893. 

Alma was the first to develop psychotic trouble. She has had a, high school 
education followed by a course in a business college, became a stenographer 
and was a valued employee; she worked for the Hudson Motor Co. for six 
years. Her first attack set in without known cause at the age of 26 years, 
when she was placed in a mental hospital in Michigan. She remained there 
for eight months and at the end of that time was discharged as recovered. 
She then remained well and at her work until October, 1931, when, following 
some friction with her relatives, she developed a recurrence in the shape of 
a manic attack. She came to Chicago, was very active, talkative, noisy; 
bought many things, paying deposits but could pay nothing more. She was 
immediately placed in the Hart Sanitarium, Chicago, and remained there 
until March, 1932. Upon discharge she resumed her troublesome activities 
and on June 9, 1932, she was placed in the Cook County Psychopathic Hos- 
pital. There she quieted down almost at once and, on June 22, 1932, at the 
request of relatives, she was discharged as improved. At the time of our 
observation of the case, which was in the early part of July, 1932, i. e., shortly 
after her discharge, she was completing her convalescence at home. 

Clara was also a stenographer by occupation. Her first breakdown devel- 
oped without known cause in 1930, 1. ¢., at the age of 37 years, which was 
11 years later than Alma’s first attack. She became depressed, ‘“ nervous,” 
and has not worked since. She was obstinate and uncoOperative and was 
cared for with difficulty at home. After Alma’s breakdown and placement in 
the Hart Sanitarium in October, 1931, Clara became much worse, could no 
longer be cared for at home, and was placed in a hospital in Saginaw, Michi- 
gan (their home town). She could not be kept there, however, as she became 
greatly disturbed and demanded to be sent to the Hart Sanitarium, in Chi- 
cago, to be with her sister. Accordingly, she was sent there in February, 
1932. While there she was very talkative, excited, and destructive. In 
the middle of June, 1932, she was still hyperactive, showed sudden and 
frequent changes of mood, distractibility, flight of ideas, and was committed 
to the Chicago State Hospital. At the time of our observation of the case, 
which was in the early part of June, 1932, she was a patient there, still in 
the midst of a typical manic attack. 
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As already stated, there are, in our manic-depressive group, no 
instances of qualitative dissimilarity, as we have defined it, in mono- 
zygotic twins. This is of some significance, as it suggests that this 
phenomenon, if it occurs at all among monozygotic twins with manic- 
depressive syndromes, must be comparatively rare. We shall have 
occasion to refer to this matter farther on. 

The next three cases to be cited represent instances of discordance 
of findings in monozygotic twins; 7. e., in each pair only one of 
the twins is affected, the other being free not only from manic- 
depressive manifestations in any degree, but also from any other 
neuro-psychiatric condition 


CasE 5.—Monosygotic Female Twins, One Affected—The S. twins, Anna 
and Helen, were born in New York on January 13, 1906. There can be scarcely 
any doubt of these twins being monozygotic; they are identical in color of 
eyes, skin, shape and texture of hair, also features, stature, and general 
appearance ; 


you could not tell them apart.” They were brought up and 
lived together and both worked as telephone operators until Helen’s mar- 
riage at the age of 23 years. Anna remained single and continued her work 
as telephone operator. 

Late in the fall of 1931, Anna lost her position and the relatives think that 
this may have been the cause of her breakdown; no other cause is known. 
The first signs of her psychosis appeared in December, 1931. She became 
irritable and impulsive. When anyone bumped into her in the crowded sub- 
way train she would kick him. Between Christmas and New Year’s she 


refused to get out of bed, ate poorly, and was afraid to go to sleep, saying 
that if she went to sleep she would die. Her condition became worse pro- 
gressively, she could no longer be cared for at home, and on January 18, 
1932, she was admitted to the state hospital at Central Islip, New York. At 
the time of our observation of the case, which was in August, 1932, she was 
still a patient there. At the hospital she has been noted as “ elated, flighty, 


restless, at times irritable and sarcastic, cursing and hitting.” The hospital 
diagnosis was manic-depressive psychosis, manic type 
Helen kept her position until she married and now (August, 1932) keeps 


house and takes care of her two-year-old baby. She is in excellent health 
physically and mentally. 


Case 6.—Monosygotic Female Twins, One Affected—The C. twins, Irene 
and Inez, were born in the state of New York on March 6, 1879. In this 
case, too, there can be scarcely any question of the twins being monozygotic. 
Their eyes, hair, skin, features, height, and weight are the same and they are 
hardly distinguishable. 

They were brought up and lived together until the age of 17 years when 
they were separated to go to different colleges, Irene entering Vassar from 


— 
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where she graduated at 21. They both went into teaching careers and neither 
has married. 

In 1913, i. ¢., at the age of 34 years, without known cause, Irene developed 
her first psychotic attack, which was comparatively mild; she was cared for 
at home, recovered fully in a few months, and remained well until the early 
part of 1921, 7. ¢., for nearly eight years, when she had a recurrence and this 
time was placed in the Bloomingdale Hospital at White Plains, New York, 
where she remained from February 9 to August 19, 1921. Since then she has 
continued to have attacks at intervals varying from four months to over 
four years, with hospitalization periods of from 4 weeks to 17 months in 
the following institutions, all in the state of New York, listed here in 
chronological order: Bloomingdale Hospital at White Plains; Brigham Hall 
Sanitarium at Canandaigua; Lloyd Hospital in New York City; Gowanda, 
Middletown, and Central Islip State Hospitals, and finally again in Gowanda 
State Hospital from where she was paroled on August 17, 1932. At the time 
of our observation of the case, which was in August and September, 1932, 
she was at home in one of her normal intervals. The diagnosis at the various 
institutions has always been manic-depressive psychosis. One of the most 
recent case notes on the records of Gowanda State Hospital states: ‘“ She 
is subject to severe and frequent manic attacks when she becomes noisy, 
assaultive, and destructive. She is distractible, talkative, and rambling, but 
coherent. Expresses ‘some grandiose ideas at times. Following these are 
periods of depression and helplessness when she sees no future.” Between 
her hospital residences she is normal, has good insight, and when she feels 
an attack coming on, goes to the hospital of her own accord and applies for 
admission as a voluntary patient. 

Inez has been a high school teacher for many years; has never had any 
mental trouble. She is intelligent, has good insight into her sister’s psychosis, 
but is vague as to its cause. 


Case 7. Monosygotic Female Twins, One Affected.—The R. twins, Marie 
and Minnie, were born in the state of New York on July 25, 1869. The only 
way in which most people who knew them could distinguish them readily was 
by a slight anomaly in the growth of Marie’s teeth; they were not as straight 
and even as Minnie’s; otherwise the two twins were physically identical. 

Years ago, in their youth, they organized a theatrical stock company in 
which they acted and with which they traveled in many parts of the country. 
This was very successful and they both enjoyed their work and their mode 
of life greatly. For a number of years the twins maintained a strong friend- 
ship with a Mr. P., who eventually prevailed on Marie to marry him, al- 
though for a time it was uncertain which of the twins he was to marry. After 
Marie’s marriage, the twins had separate destinies. Minnie remained single, 
continued with the stock company for some years, later became a police- 
woman. Marie became a housewife and mother. Gradually she came to regret 
her marriage and often spoke of envying her sister who was “ traveling about 
the country and enjoying life,” while she was “at home having children.” 


| 
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Her envy of her sister became n 


ixed with resentment when she learned, 
ten years after her marriage, that her husband had first proposed marriage 
to Minnie and that Minnie had refused him, at the same time suggesting, in 
order to get rid of him the more easily, that he concentrate his attentions 


on Marie. Thus she felt for years that Minnie, from motives of selfishness. 


was partly responsible for her ill-considered venture into a domestic career 
in which she was not happy 

However, it was many years before this gradual accumulation of disap- 
pointment and bitterness determined Marie’s definite breakdown. The first 


psychotic symptoms developed gradually and were noted by friends in the 


summer of 1931, 1. ¢., at the age of 62 years, although the husband did not 
notice anything wrong until some time in September. She became unduly 
excited over bridge, wanted to teach the game to everyone, she talked a great 
deal and soon developed the idea that her husband wanted to put her in an 
asylum and divorce her. It was thought that a trip to Florida, where her 
sister was living, might benefit her, and so she and her husband went there 
for a visit. She found her sister contented in her work and quite free from 
domestic cares. She became worse instead of better, her ideas against her 
husband became more pronounced, and she left both him and her sister in 
Florida, taking the train back to New York alone. On the train she imagined 
that two men were looking at her suspiciously and that they were detectives. 
She became greatly excited, had to be taken off the train at Washington, and 
was admitted as an emergency case to the Gallinger Municipal Hospital on 
December 3, 1931. She remained there only a few days, pending arrange- 
ments for her deportation to New York, of which state she was a legal resi- 
dent. Finally, on January 8, 1932, she was admitted to the state hospital at 
Rochester, New York. At the time of our observation of the case, which was 
in the latter part of August, 1932, she was still a patient ther 

Upon admission she was noted as being extremely restless and verbose 
with tendency to wander away from questions asked. She was also unstable 
emotionally, showing a prevailing mood of elation, but at times becoming 
depressed and tearful. She talked freely and in great detail, expressing ideas 
against her husband and twin-sister, as already noted. When interviewed by 
us, which was nearly eight months after her admission, she was still distinctly 
elated, talked a great deal, introducing much unnecessary detail, still more or 
less resentful toward her husband and sister, enthusiastic about bridge. How- 
ever, she was considered to be greatly improved and almost ready to be tried 
on parole at home. 

Minnie has never had mental trouble and has always acquitted herself well 
in her career, first as an actress, later as a policewoman for many years. 


§ 3. OBSERVATIONS IN Dizycotic Twins. 


Among the dizygotic twins in our collection, as among the mono- 
~ 

zygotic, are to be found instances of similar affection in the two 

twins of the pair, quantitative dissimilarity, and complete discor- 


\ 
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dance, but the relative proportions of these respective findings are 
not the same. Moreover, some instances have occurred among them 
of qualitative dissimilarity which, as already stated, have not been 
observed in our group of monozygotic twins. 

There is also a contrast between the same-sex dizygotic twins and 
the opposite-sex twins, in that a partial or complete discordance is 
found with the greater frequency among the latter. This is un- 
doubtedly due to the factor of sex in the etiology of manic-depressive 
syndre mes. 

Cases 8 and 9, to be cited presently, are illustrative of the more 
closely concordant findings seen among our same-sex dizygotic 
twins. 


Case 8. Disygotic Female Twins, Both Affected, Similarly.—The C. twins, 
Annie and Emma, were born in Ontario, Canada, on April 9, 1855. Annie’s 
eyes were grey, Emma’s brown, their hair color was different, and in features 
they presented only a family resemblance. Their mother had involutional 
melancholia and died of it. She had been cared for at home, being nursed 
by Annie, and her death has been given as the cause of Annie’s breakdown. 
This occurred in the latter part of the summer of 1904. 

Annie became depressed, developed the notion that she had sworn falsely 
against the Salvation Army, grew steadily worse, made three suicidal at- 
tempts—by taking poison, throwing herself in front of a railroad engine, and 
jumping out of a second-story window—and on March 7, 1905, was placed in 
the Ontario Hospital at Brockville. 

There her condition was characterized mainly by depression with more or 
less agitation and normal intervals of about a month between attacks. At 
times she was cheerful and even hilarious. On at least two occasions she 
attempted suicide—by tying a tablecloth around her neck and by pounding her 
head on the floor. On another occasion, in one of her agitated spells, she 
pulled out nearly all of her hair. In the spring of 1909, following a hypomanic 
attack, she seemed to have recovered, and on April 29, 1909, was granted a 
parole at home. On April 11, 1910, she was returned to the hospital, as she 
had again become depressed and agitated and would not eat. This time she 
remained in the hospital until September 14, 1920, when she was transferred 
to the Ontario Hospital at Cobourg, and there she died on January 11, 1927, 
of cardiac decompensation associated with an old mitral lesion. The more 
recent case notes describe her as being “ overtalkative, restless at night; has 
had several suicidal spells followed by brief spells of hilarity ; attempts to run 
away; frequently very depressed; at other times impertinent, headstrong, and 
quarrelsome; well oriented, intelligence little impaired.” The hospital diag- 
nosis was manic-depressive psychosis. 

Emma's psychosis set in over a year later without stated cause. She became 
depressed, said she had committed the unpardonable sin and should not be 
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allowed to have food or drink, as sl 


ie was too vile to live There was mu 


sleeplessness, in her agitation she would destroy clothing, cried a great deal 
Often she refused food. At times she would be mute for hours, at other times 
talkative. On May 11, 1906, she was placed in the Ontario Hospital at 
Brockville. 

Her condition, while there, is described in case notes as in the following 
excerpts: May, 1910: “ Her moods alternate with considerable regularity 
month by month; one month depressed and fretful; then troublesome and 
restless; then hilarious, exalted, very egotistic. Wrings her hands constantly 
and picks skin off her fingers. Afraid to move from chair for fear of offending 
God.” July, 1920: “ Still fluctuation of moods with great regularity. Refuses 
food during depressed periods. Occasionally suicidal. When excited is inco 
herent, but in calm periods her conversation is very intelligent. Memory 
unimpaired. No hallucinations or delusions.” On September 14, 1920, she 
was transferred, together with her twin-sister, to the Ontario Hospital at 
Cobourg. There she remained until her death of a stroke of apoplexy, which 
occurred suddenly as she was making her bed on June 30, 1926. The most 
recent case note, dated June 15, 1926, states: “Alternating moods continue. 
Frequently destructive, will not wear any clothes at such times. Becomes 
profane. One day she is depressed, the next excited. When excited she is 
lelusions.” The hospital diagnosis in her 
case, too, was manic-depressive psychosis. 


extremely talkative, full of grandiose « 


Case 9. Disygotic Male Twins, Both Affected, Similarly —The F. twins, 
Ralph and Arthur, were born in Chicago, IIl., on November 2, 1908 t the 
time of our observation of the case, which was in October, 1932, the mother 
of these twins complained of being nervous and was in a depression occasioned 
by the mental breakdown of the two sons 

The twins were always different both physically and temperamentally ; 
Arthur was of darker complexion, of more slender build, there was scarcely 
any resemblance between them in features; Arthur was of retiring di 
tion, studious, interested in sculpture, while Ralph was aggressive, “a 
getter,” became a professional boxer. 

Ralph had a mild breakdown in December, 1930, lasting about two 
Cause unknown. He was cared for at home and seemed to recover fully. 
In June, 1932, again without known cause, he became “restless, noisy, 
threatening, violent; talk disconnected, answers irrelevant.” He was com- 
mitted to the state hospital at Norwalk, California, on June 22, 1932. At 
the time of our observation of the case, which was in October, 1932, he was 
still a patient there. 


1 
weeks. 


At the hospital he was “acutely disturbed, noisy, hyperactive, at times kept 
in partial restraint”; conversation was rambling and disconnected, as per the 


w where 


following stenographic transcript: ‘“ You know, by golly, I don’t kn 
my home is; oh boy, oh boy, let me tell you, oh boy,” etc. Tl 
diagnosis was manic-depressive psychosis, manic type 


tc. The hospital 
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Arthur was never in a mental hospital, but he has always been of a depres- 
sive make-up, easily discouraged. He had been out of work for over a year 
and was greatly worried over that and over his inability to help his mother 
and sister, who were partly dependent on him. He developed some abdominal 
trouble, but would not consult a physician, as he felt he could not afford it. 
The result was that in June, 1932, he became acutely ill and was taken at 
once to the Los Angeles County General Hospital where it was found that 
he had a ruptured appendix, and an emergency operation was performed. 
He remained in the hospital for seven weeks and, on coming out, learned that 
Ralph had been committed to the Norwalk State Hospital on account of a 
severe mental breakdown. This “upset him dreadfully.” His sister in the 
meantime had to interrupt her art training and go to work, as the entire 
burden of supporting the household had fallen on her shoulders. He then 
again tried to find employment, but could not, and became “ completely ‘dis- 
couraged.” On September 20, 1932, he sent his mother and sister off to the 
park with some friends on a picnic, saying he would rest in bed for the day. 
When they came home at night they found he had committed suicide by shoot- 
ing himself in the head. 


The next two cases to be cited represent instances of complete 
discordance of findings in same-sex dizygotic twins. 


CAseE 10. Dizygotic Female Twins, One A ffected—The L. twins, Anna and 
Lottie, were born in Brooklyn, New York, on June 6, 1894. Although these 
twins are quite similar in color of eyes and hair and in complexion, there is 
otherwise no resemblance whatever between them either physically or men- 
tally. Anna is tall and slender, Lottie is short and stocky, and they are 
entirely different in features. Anna has always been considered the more 
intelligent, sociable, and generous of the two, Lottie being regarded as petty, 
selfish, and stolid, and she was disliked by the family. 

A paternal aunt of these twins had a spell of depression and committed 
suicide ; later their father, too, committed suicide. The twins were brought up 
and went to school together, both leaving at the end of the second year in 
high school. 

Anna experienced two severe shocks in childhood. At the age of nine years 
she was set to watch her aunt, who had had a mental breakdown, and the aunt 
committed suicide in her presence. The father’s suicide happened when she 
was 13. She had a “ strong father fixation” and, although both twins viewed 
the body, Anna was the more deeply affected by it. At this time she developed 
the first psychotic attack. She went into an agitated depression, talked a 
great deal in a rambling way, expressed suicidal ideas. She was cared for 
at home and recovered in a few weeks. 

A Mr. W. took the father’s place in the business and gradually Anna 
“ switched her father complex” to him. Her affection for this man increased 
and at the age of 16 years she began to have sexual relations with him. 

49 
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This gave rise to a sense of guilt and apprehension and led to her second 


attack, for which she was treated in Dr. Combes’ Sanitarium in Corona, New 


York, from December 2, 1910, to February 13, I911, and in the state hos- 
pital at Brooklyn, New York, thereafter until August 25, 1911. She seemed to 
recover fully but in the latter part of 1912, without known cause, broke down 
for the third time. This attack also was characterized mainly by agitated 


depression and suicidal tendency and she was again treated in the Brooklyn 
State Hospital from December 24, 1912, to November 24, 1913, and there- 
after in the state hospital at Kings Park, New York, until January 13, 1915. 

This attack ended in recovery and this time she remained entirely well 
mentally for nearly 17 years. These years were spent for the most part in 
ravels abroad; she had many love affairs; married an Italian whom she met 
in her travels, lived with him for two years, at the end of which time they 
were divorced. 


In the fall of 1931 she developed a severe salpingitis, was operated on, 
became much run-down physically, and began to show slight mental symp- 
toms again. She became talkative with rambling tendency and, in the hope of 
avoiding a definite breakdown, she went on another trip abroad. The letters 
which she wrote home were apparently “sane and sensible” for a time; yet, 
in July, 1932, in the midst of an affair with some man in Algiers she broke 
down again and was placed in a sanitarium there. Arrangements were imme- 


diately made for her return to New York and on September 16, 1932, she 
was again admitted to the Kings Park State Hospital. While there she was 
“hyperactive, voluble, showed flight of ideas; the prevailing mood was one of 
elation, but at times she would be irritable | sarcastic.” She seemed to 
recover quickly, developed full insight, and was discharged in November, 
1932, and shortly thereafter again went on a trip abroad. She wrote several 
letters from Paris which gave the impression of her being cheerful and well 
adjusted, but suddenly, early in January, 1933, word was received that she 
had committed suicide. 

Lottie, upon leaving school, took up clerical work, became a bookkeeper, 
did very well, later married. She now takes good care of her house, hus- 
band, and their two children. She has never had any nervous or mental 
trouble. 


Case 11. Dizygotic Male Twins, One Affected—The H. twins, Edward 
and George, were born in Massachusetts on November 22, 1875. There is 
very little resemblance between them; George is much taller, heavier, has 
blond hair, whereas Edward's hair is dark brown 

Edward had a common school education, worked for a while in a rope 
factory, later became a fisherman, which was his occupation for the rest of 
his life. His work was hard, but his earnings meager, never more than 
ten dollars per week. Up to the time of his breakdown at the age of 54 years 
he was active, cheerful, and sociable. He married at 25 and has one daughter. 
His marriage was not a happy one and ended in divorce when he was 49 
years old. After that he lived with his mother. Shortly after his divorce a 
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complaint was filed against him for bothering an 11-year-old girl, but nothing 
was proved. Soon after that he met a woman with whom he entered into 
intimate relations. He was expecting to marry her and spent his earnings 
on her. At the same time this woman was carrying on a secret affair with 
another man, whom she finally married. This was followed by Edward’s 
breakdown. 

There was a great change in his personality; he became gloomy, afraid 
and suspicious of people, kept saying he was going crazy. He complained of 
sleeplessness, developed hypochondriacal ideas, and on November 13, 1930, 
was placed in the state hospital at Taunton, Massachusetts. At the time of 
our observation of the case, which was in July, 1932, he was still a patient 
there. 

At the hospital he was noted as being anxious, worried, agitated; at times 
depressed and mute, at other times noisy and restless. He has complained 
a great deal of sleeplessness; also has often said that he was becoming 
paralyzed and that he was rotting away. The hospital diagnosis was invo- 
lutional melancholia. 

George is a Spanish-American war veteran, is receiving a government pen- 
sion, being partially disabled on account of old rheumatism and heart trouble, 
but has never had any psychotic illness. 


The last five cases to be cited are those of opposite-sex twins 
representing instances of concordant findings, qualitative dissimi- 
larity, and discordant findings, 7. ¢., only one of the twins affected— 


either the male or the female alone. 


Case 12. Opposite-Sex Twins, Both Affected, Similarly.—The M. twins, 
Clarence and Clara, were born in Ohio on October 1, 1888. Clarence gives a 
history of a “nervous breakdown” in 1921, i. e., at the age of about 33 years, 
when he had to lay off work for a month. He was cared for at home and 
recovered. In January, 1930, he developed a similar attack, from which he 
also quickly recovered without being institutionalized. A third attack devel- 
oped in February, 1932. He became depressed, hypochondriacal, said he had 
syphilis and could not be reassured in spite of repeated Wassermann tests 
all of which proved negative. He said he had sores in his mouth, kept 
talking of the glands in his neck, worried about his penis and about spread- 
ing syphilis to others; said he should be sent to the penitentiary. He was 
agitated, could not sleep, and was in that condition when admitted to the 
state hospital at Columbus, Ohio, on March 29, 1932. At the time of our 
observation of the case, which was in July, 1932, he was still a patient there, 
although he had shown some improvement. The hospital diagnosis was manic- 
depressive psychosis, depressed type. 

Clara’s psychosis was of rapid onset in April, 1924. She had three children 
by her first husband, but her marriage to him was not happy. She divorced 
him in 1918 and shortly after that he died of an acute illness in Camp Dix, 
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New Jersey. She remarried in the same year and her married life with her 
second husband has been quite congenial. The only factor which has been 
mentioned as a possible cause of her breakdown is a heart condition of about 
ten years’ duration complicated with occasional fainting attacks 

She developed ideas of unfaithfulness on the part of her husband, talked a 
great deal about religion, became excited and sleepless, grew worse rapidly, 
and was placed in the state hospital at Columbus, Ohio, on April 23, 1924 

At the hospital she was noted as singing, talking in a rambling way, mak 
ing up poetry with rhymes; she was greatly disturbed, destructive, sleepless 
at night, trying constantly to escape and requiring close watching. At times 
she refused food and this became a frequent occurrence during her stay at 
the hospital, so that a large part of the time she had to be tube-fed. These 
symptoms continued in more or less marked degree for over two years, 1. ¢., 
until June, 1926, when an improvement set in which was as rapid and as 
unexplained as the onset had been. In her case record the following note 
appears under date of June 18, 1926: “One of the most destructive and 
untidy patients we have ever had; uses obscene language, tears her clothing 
into shreds and remains naked in bed; also tore her mattress to shreds. When 
she started to improve the rate was amazing.” She was released from the 
hospital in August, 1926, and eventually discharged as recovered on June 30, 
1927. In her case, as in that of her twin-brother, admitted later, the diagnosis 
made at the hospital was that of manic-depressive psychosis 


CASE 13. Opposite-Sex Twins, Both Affected, but in a Manner Qualita- 
tively Dissimilar, the Female Twin Having a Manic-Depressive Psychosis, 
and the Male Twin Having Mental Deficiency in the Degree of Imbecility. 
The F. twins, Belle and Sidney, were born in New York City on February 5, 
1906. The birth was difficult and delivery was with forceps. 

3elle developed behavior problems both at home and at school early in her 
adolescence. She would make a disturbance in class, walk out of the room, 
and return at her convenience. This grew worse and eventually she became 
so troublesome that she had to be taken out of school, and for over two 
months she remained in the house continuously, refused to see anyone, would 
lock herself in her room, and spent most of her time, day and night, reading. 
Her father then placed her for observation in the Psychopathic Pavilion of 
Bellevue Hospital, where she stayed for two weeks in April, 1924. There she 
was classified as “a constitutional psychopath with a mania, presumably 
narcissistic,’ but was not committed at that time. Immediately upon her 
release from Bellevue Hospital she disappeared from home and it was soon 
learned that she had joined a traveling burlesque show and married. She lived 
with her husband only three days and later her parents had the marriage 
annulled, partly for the reason that she was a Jewess and her husband a 
Gentile. 

In April, 1926, she disappeared again and was located by the police within 
a few days in “one of the lowest of cabarets.”” Thereupon she was com- 
mitted as a “ wayward minor” to the Westfield State Farm at Bedford Hills, 
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New York, on May 8, 1926. There she apparently settled down and on 
March 21, 1927, she was allowed to go home on parole. She obtained a very 
good position and got along well for several months, but in September, 1927, 
she disappeared again. It was reported to the parole officer that she had been 
seen in speakeasies, drinking, wearing expensive clothes, etc., and she was 
finally located in a night club in Mamaroneck, New York. She was then 
taken back to the Bedford Hills institution on May 2, 1928, seemed again to 
improve, and on December 14, 1928, was granted once more a parole at home. 
On February 2, 1929, she was again returned to the institution, as she had 
violated parole by running around with a married man, etc. She was then 
observed to have definitely psychotic symptoms, “talked constantly, showed 
flight of ideas, and walked the floor and talked in a rambling manner most 
of the night,” and was therefore committed to the state hospital for the 
criminal insane (Matteawan) at Beacon, New York, on June 1, 1929. 

The observations at the Matteawan State Hospital have been summarized as 
follows: ‘“ On admission here she was restless, overactive, facetious, irritable, 
appeared to be under a considerable pressure of activity and showed flight of 
ideas. She commented freely on things seen and heard, denied hallucina- 
tions, Was approximately oriented, and her memory appeared to be good as 
far as could be ascertained. Following her admission she continued restless, 
overactive, noisy, had to be placed in a room by herself, where she sang 
constantly, frequently pounded on the door, used violent and obscene language, 
was elated, seemed to be enjoying the situation thoroughly, and showed 
marked distractibility and flight of ideas. In October, 1929, she was noted as 
being somewhat quieter and from that time on she improved steadily. On 
February 24, 1930, she was discharged as recovered.” The hospital diagnosis 
was manic-depressive psychosis, manic type. 

Unlike her twin-brother, Belle had good, even somewhat superior intelli- 
gence. A Stanford-Binet test made in the latter part of 1928 at the Bedford 
Hills institution revealed an I. Q. of 113. 

Sidney’s case was one of imbecility, which was evident almost from the 
beginning. His condition has been attributed either to a cerebral birth trauma 
sustained in the course of the difficult and instrumental delivery, or to a fall 
from his baby carriage at the age of four months, in which he struck his 
head on the pavement; or perhaps both. He did not walk until three years 
and did not talk until six. He was sent to school at ten years and put in an 
ungraded class, but was taken out after two or three days, as he was ill- 
treated by the other children. He was active in a troublesome and mis- 
chievous way and difficult to care for at home. He was placed in the hospital 
for backward and defective children at Randall’s Island, New York City, 
for brief periods at the ages of 12 and 18 years, and finally was committed 
for permanent care and custody to Letchworth Village (state institution for 
the feeble-minded) at Thiells, New York, on May 6, 1927, i. e¢., at the age of 
21 years. At the time of our observation of the case, which was in November, 
1932, he was still an inmate there. A mental test made at that institution 
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revealed an I. Q. of 33. A recent case note states He goes out with a 
group of boys from the cottage, but will not do any w ext ler con 
stant supervision. 

Case 14. Opposite-Sex Twins, the Male Alone Affected.—The C. twins, 
Andrew and Mary, were born in Ohio in 18 \ “ been 
in good health, was bright at school, “ champion speller of the district.” He 
was a farmer by occupation, married at 32 years, has ee 

His first attack set in with a depression without known ¢ t the age 
of 54 years. He was placed in the state hospital at Columbus, Ol 1 July, 
1909, and in a few months seemed to have recovered and w t home on 
parole. However, he stayed out only four months, at the end which time 
he had to be returned from parole on account of a hypomanic « 1. This 
time he remained in the hospital until November, 1910, when he was dis 
charged as recovered. He was well for about three years and then again 
developed a hypomanic attack. This time he w he hospital from Decem- 
ber 3, 1913, until July 15, 1914, when he was again discharged as recovered 


After this he remained well for over five years, 1 


a recurrence gradually developed. He became argumentative am 
said he was a detective and a preacher, and on March 5, 1920, w 
the third time to the Columbus State Hospital 

Since then he has been out on short trial at 
but each time he would get into trouble, be a dist ( 
community, and would be brought back to th pital a 
then when he left. At the time of our observation « ca 
in July and August, 1932, he was still an inmate thert 
of his last hospital residence, extending over a period re tha 
describe his case as one of a circular ty] | e | 
attacks prevailingly of a hypomanic form separated brie 
approximately normal condition. In these attacks he is elated 
shows flight of ideas, sometimes expt y t 
time in drawing pictures of women. 

Mary has never had any nervous or mental trouble. She impre 
a wholesome, likeable person, appearing younger t er age (77 
the time of our observation). She ( 
young, had 12 children, and now has 41 grandchildrs ill well a 
She said also that she had always been too busy with her chil 
children to have time to “ indulge in nerves.” 

CASE 15. Opposite-Sex Twins, the Fen Phe 
Eloise and Noyes, were born in Iowa on February 17, 1890. Elois« 
have mental attacks, at first consisting mainly of dey at t 
29 years, without known cause. Her first admission was to Bk 
Hospital at White Plains, New York, on July 1, to19. About tl 
later she had a recurrence and was cared for in Brattleboro Retreat, 
for a little over four months. Her third and fourth admissions we 
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state hospital at Middletown, New York, in 1923 and 1924, for periods of 
two months and one month, respectively. Her fifth admission was again to 
Bloomingdale Hospital, on September 12, 1925. From then on her attacks 
were so close together that she was kept in the hospital continuously until 
March 31, 1928, when she was transferred to the Middletown State Hospital. 
In the summer of 1930 she showed marked improvement and on August 17 
of that year was given atrial at home. After two weeks she developed psy- 
chotic symptoms again and was returned to the hospital on October 1, 1930. 
\t the time of our observation of the case, which was in August, 1932, she 
was still a patient there. The diagnosis at all the hospitals in which she 
has been treated has always been manic-depressive psychosis, depressed, manic, 
or circular type. The following excerpts from the more recent hospital case 
notes describe various phases of her condition: October, 1930: ‘ Continu- 
ously overactive, very talkative, at times greatly excited. She is exceedingly 
emotional; at times shows good control, but this is accomplished with great 
effort. Keeps harping on her sister’s death, blaming her brother-in-law for 
it, because he was ‘ dissipated and diseased.’ There is no evidence of halluci- 
nations and her delusions are of a fluttering nature. She talks hurriedly, 
jumping from one subject to another. She is alert, showing no disturbance 
of her memory, orientation, or ability to think intelligently.”—October 15, 
1931: “ Very quiet, friendly, and good natured. Rational, coherent, and rele- 
vant; no more delusions; has some insight.” October 29, 1931: “ Patient 
has been very noisy and has kept the entire ward awake with her screams and 
shouts.” 

Noyes is said to be of nervous temperament, but has never had a break- 
down and has not been hospitalized. He is a steady worker. 


Case 16. Opposite-Sex Twins, the Female Alone Affected—The V. twins, 
Caroline and Charles, were born in Canada on March 1, 1882. The father 
of these twins is said to have had senile dementia and died at the age of 
SI years. 

Caroline was in good health physically and mentally up to the age of 
24 years, when her first psychotic attack occurred. This was referred to as 
“a nervous breakdown” and was attributed to the breaking off of her engage- 
ment to marry. She was cared for at home and recovered in about a year. 

She always craved marriage and children, but never attained either. Judg- 
ing from the special coloring of the psychotic manifestations in her case, this 
situation seems to have played an important part in the etiology. 

In her early forties she became unstable, erratic and irritable; would often 
start things, leave them unfinished, and turn to something else. A neighbor’s 
wife died, and Caroline moved in to keep house for him, in spite of his objec- 
tions and those of her relatives. When her sister came to see her she would 
be met with outbursts of temper and screaming spells. Her sister had a 
baby and Caroline insisted that it was hers, that she had given birth to it, and 
that this neighbor was the father of it. 
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Her obsession about babies developed to such an extent that whenever she 
saw anyone on the street with a baby she would try to take the baby away 
In this way she caused a great deal of turmoil until finally the police were 
summoned and she was committed to the Toronto Psychiatric Hospital on 
February 17, 1931. She remained under observation there until April 7, 1931, 
when she was transferred to the Ontario Hospital at Whitby, Canada. At 
the time of our observation of the case, which was i 
still a patient there. 


n August, 1932, she was 


At the Toronto Hospital she was greatly excited at first, but the excite- 
ment subsided largely in a couple of weeks and she developed some insight 
into her condition. In her quieter times, however, she would say, “I'll die 
if I can’t have a baby!” At Whitby her condition was characterized by spells 
of excitement, during which she would insist on going out after her baby 


ng 
and annoyed other patients, alternating with brief normal periods, during 
which she would be entirely rational. The diagnosis in both hospitals was 
manic-depressive psychosis, manic type 

Charles keeps a store, is married, enjoys good health, has never had any 


mental trouble. 


Case 17. Opposite Sex Twins, the Female Alone Affected—The De F. 
twins, Thelma and Theron, were rn in California on March 12, 1908 
Thelma fell from a wagon at the age of 18 months and sustained a head 
injury. She was rendered unconscious and remained so more or less com- 
pletely for 36 hours. This was followed by convulsions which recurred dur- 
ing a period of two years, but which then ceased spontaneously, and she has 
had none since. 

At the age of 12 years she had her first psychotic attack without known 
cause. She became greatly depressed and attempted suicide by taking iodine. 
She was cared for at home and recovered fully in a few weeks 

A second attack, also one of depression, with a suicidal attempt, occurred 
when she was nearly 19 years old, again without apparent cause. This attack, 
too, terminated in recovery after two months’ care at home 

These illnesses did not interfere materially with her education or other 
activities, she eventually graduated from the Teachers College at San Fran- 
cisco and has been a teacher in the elementary schools at Sacramento. 

A third attack is said to have begun in May, 1930. The patient later stated, 
however, that she had felt it coming on since December, 1929. This seems 
to have been a mixed or alternating attack. There were periods of depres- 
sion during which she made three suicidal attempts; at other times she was 
excited and destructive. She was admitted to the state hospital at Stockton, 
California, on July 10, 1930. There she was noted as “ very talkative; loses 
her goal idea and exhibits flights; holds herself in high esteem.’’ A diagnosis 
of manic-depressive psychosis, manic type, was made. She improved and 
was discharged from the hospital on November 23, 1930. At the time of our 
observation of the case, which was in the latter part of March, 1931, she was 


at home, apparently as well as ever. 


‘ 
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Theron is a rather ambitionless, somewhat unstable person. He is said to 
be bright enough, yet he never finished high school. Wants to go to col- 
lege, but his mother cannot get him to start his preparations. He joined the 
marines, but soon left as he did not like the service. At the time of our 
observation of the case, which was in March, 1931, he was working as a 
brick-mason, but said this was only a temporary occupation. However, he 
has never had any nervous or mental trouble and has not been in any 
institution. 


§ 4. THEORY OF MANIc-DEPRESSIVE SYNDROMES. 


Throughout this communication, with few exceptions, we have 


used the expression “ manic-depressive syndromes,” rather than 
‘manic-depressive psychoses,” in order to avoid the implication to 
the effect that we might be dealing with a sharply defined pathologic 
entity or even with a series of closely related members of a group of 
such entities. 

It is a matter of common observation that classical manic-de- 
pressive syndromes occur as a part of the clinical picture of general 
paralysis in some cases, also of other organic cerebral affections quite 
unrelated to one another in their fundamental pathology. 

Similarly, manic-depressive syndromes may be seen as integral 
parts of the clinical picture of hyperthyroidism; and in many in- 
dividuals they can be produced with experimental certainty by the 
ingestion of alcohol. 

Acute infections—whether with a cerebral localization, as en- 
cephalitis, meningitis, or chorea; or by their general febrile or toxic 
effect—also may manifest themselves in part by manic-depressive 
syndromes. 

Chronic or recurrent psychoses, which are eventually classifiable 
among the so-called schizophrenias, are often in the beginning, or 
episodically throughout their course, manifested in part by manic- 
depressive syndromes. The episodic occurrence of such syndromes 
is also seen in some cases of epilepsy. 

It would seem, then, that we are dealing here with a group of 
syndromes which, like other syndromes—say, epileptiform con- 
vulsions—can occur on the basis of an extremely varied pathology. 

Any theory of manic-depressive syndromes must also take cog- 
nizance of their great variability in clinical appearance and in course. 
They are now mild and shading off by imperceptible gradations into 


t 
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emotional fluctuations which are well within normal 

severe ; now seen as an isolated transient episode in the life of a 
given patient, now as an almost chronic condition with but brief 
intervals of comparative normality ; now “ pure,” now with various 


foreign admixtures, mental or physical. Also, what to do with the 
involutional melancholias ? 


Another important and extremely variable feature of manic 
depressive syndromes is that of their external etiology—if only in 
so far as such is at all ascertainable. 

The best available hospital statistics mention factors of external 
etiology in a majority of the cases. Thus, among the 1410 first 
admissions with manic-depressive psychoses to the New York state 
hospitals during the year ended June 30, 1933,'* the breakdown was 
very often attributed to one or more specilic causes, among which 
the following appear as the most prominent numerically 

Loss of employment or financial loss 370 
Physical illness ....... pects 190 


Disappointment in | 
Death in family.... 

Pregnancy and childbirth 
1] 


It may be granted that such statistics may not be : pted at thei 
face value. There are involved, undoubtedly, both overstat 
and understatements of the case. However, there can be no question 


of the fact that factors other than heredity play a part in the etiology 
of manic-depressive syndromes ; for that fact is established not onl) 
by statistical data published by hospitals, and by the general ex 
perience of psychiatrists, but also by the better controlled data 
yielded by the twin material. 

The twin material merits some further discussion in this con- 
nection. The logic of the situation is quite simple and has been 
stated many times since Francis Galton first called att 


in 1875. If a given condition, normal or pathologic, is caused solely 


ention to it 


by hereditary or germinal factors, then there must be complete con- 
cordance of findings, pertaining to that condition, in monozygotic 


twins, in contrast with usually discordant ones in dizygotic twins. 
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This is what we find almost invariably in connection with color of 
eyes, Huntington’s chorea, and mongolism. 

In connection with such traits as stature or body weight we do not 
find such complete concordance even at birth; and here the many 
cases in which there is a lack of concordance have to be accounted 
for by relative advantages or handicaps arising from the differences 
in the twins’ position, circulation, and other conditions of intra- 
uterine environment. 

Again, as regards such conditions as mental deficiency or epilepsy, 
we also find—and even more frequently—instances of discordant 
findings in monozygotic twins. In many such instances the condition 
in question is attributable definitely to a cerebral birth trauma 
sustained by the affected twin and not by the other. 

Even in those cases of discordance of findings in which investi- 
gation reveals no clue whatever of any factor operative in the 
prenatal, intranatal, or postnatal environment to account for such 
discordance in monozygotic twins, we are forced to assume the 
existence of some such factor or factors. 

Turning again to our manic-depressive material, the relatively 
frequent findings of partial discordance (quantitative dissimilarity) 
and of complete discordance (only one of the pair affected) among 
monozygotic twins, as exemplified, respectively, in Cases 3 and 4, 
and in Cases 5, 6, and 7, cited in § 2, force us to the conclusion that 
factors other than those of hereditary or germinal origin often play 
an important part in the etiology of manic-depressive syndromes. 

As to the nature of the exogenous factors which play a part in 
the etiology of manic-depressive syndromes, the monozygotic twin 
cases with discordant findings—which constitute the only kind of 
material affording a possibility of strictly controlled observation— 
indicate that such factors are for the most part psychogenic. Our 
cases 5 and 7, cited in § 2, furnish striking examples of psychogenic 
etiology. In this respect the findings revealed by twin material 
largely bear out state hospital statistics, such as those already cited. 

Inasmuch as mental deficiency, epilepsy, and certain so-called 
schizophrenic psychoses have been shown to be often caused by 
intranatal or postnatal cerebral trauma, it would be interesting to 
determine whether head injury is capable of causing a manic- 
depressive syndrome as well. 
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In state hospital statistics, in connection with manic-depressive 
psychoses, the factor of head injury does not appear to be a promi- 
nent one numerically. In the New York report referred to above it 
is given as a cause in but 3 out of a total of 1410 cases. 

Among our cases of monozygotic twins we have not found any 
instance of such etiology. Among our dizygotic twins this factor 
appears in but two cases, which is in marked contrast with psycho- 
genic factors which are very frequently mentioned in the case 
histories. These two cases, however—Cases 13 and 17, cited in 
§ 3—leave little room for doubt as to the possibility of a manic- 
depressive syndrome resulting from head trauma 

In Case 13 we have opposite-sex twins with a history of difficult 
instrumental delivery. The male twin has mental deficiency which is 
almost certainly to be attributed to a cerebral birth trauma. The 
female twin presents not only a manic-depressive syndrome develop- 
ing at a relatively early age—23 years, or perhaps even before that 
in a less typical form—but also a severe and persistent behavior 
difficulty beginning in the ‘teens. There is already a considerable 
accumulation of evidence, including some yielded by twin material, 
to the effect that behavior difficulties in the nature of both juvenile 
delinquency and adult criminality can occur on the basis of brain 
lesions resulting from encephalitis, neurosyphilis, and, specifically, 
head injury.'* 

In Case 17 the evidence for a traumatic etiology in the female 
twin consists not only in the history of a head injury at the age of 
18 months followed by a 36-hour period of more or less complete 
unconsciousness, but also in the occurrence of repeated epileptic 
seizures during a period of two years after the injury. Here, too, 
the first psychotic attack set in at an unusually early age—12 years. 

If the evidence is strong to the effect that manic-depressive syn- 
dromes, like epilepsy, mental deficiency, and some so-called schizo- 
phrenic psychoses, can be produced by an intranatal or a postnatal 
cerebral trauma, it is equally strong to the effect that such a mode of 
etiology is relatively so rare as to be submerged almost beyond 
detection in state hospital statistics. This is shown not only by the 
very rare mention of head injury among the etiologic factors of 
manic-depressive psychoses, but also by some indirect, but equally 
important, further statistical evidence, as follows: 

1. Experience has shown that neuropsychiatric conditions pro- 


duced by intranatal or early postnatal head trauma develop as a 


| 
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rule at an early age, i. e., for the most part in the first two decades 
of life. So early an onset, however, is most unusual for manic- 
depressive psychoses, as all know. For example, among the 1410 
first admissions with manic-depressive psychoses (not counting in- 
volutional melancholia) to the New York state hospitals during the 
year ended June 30, 1933,'* there were but 6 and 8o patients, re- 
spectively, in the age groups of under 15 and from 15 to 19 years. 
The highest numbers were in the age groups of from 30 to 34 and 
from 35 to 39 years—2I1 and 208, respectively. 

2. Experience has also shown that neuropsychiatric conditions 
produced by intranatal or early postnatal head trauma occur more 
commonly in the male than in the female sex, by reason of the 
greater cerebral vulnerability of the male in fetal life and in infancy 
and early childhood.’ *:°.* Thus, mental deficiency, epilepsy, and 
so-called schizophrenic psychoses with onset under the age of 30 
years, are of higher incidence in the male than in the female sex. 
‘or manic-depressive psychoses quite the opposite is true, not only 
with reference to cases of onset after the age of 30 years, but also 
for those of earlier onset. 

3. A third general fact revealed by experience is to the effect that 
neuropsychiatric conditions produced by cerebral birth trauma occur 
with relatively greater frequency among the first-born than among 
the later-born. This is connected with the circumstance of labor in 
primiparas being more difficult and more prolonged. Labor in 
primiparas is attended by higher maternal and infant mortality and, 
among the surviving infants, presumably by a higher incidence of 
cerebral injury. Thus we find mental deficiency, epilepsy, and so- 
called schizophrenic psychoses more often among the first-born than 
among the later-born.*: 

In this connection, data pertaining to manic-depressive psychoses 
seem to be very scant and their showing inconclusive. The figures 
furnished by Pollock, Malzberg, and Fuller * seem to indicate that 
manic-depressive psychoses are at least as common among the later- 
born as among the first-born, if not more so. On the other hand, 
those furnished by Berman ** reveal a higher incidence among the 
first-born. 

4. Finally, experience has shown that neuropsychiatric conditions 
produced by intranatal or postnatal head trauma are associated with 


tu 
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subnormal intelligence in a significantly high percentage of cases. 
This is especially true of epilepsy and, to a lesser extent of so-called 
schizophrenic psychoses. In this respect statistics reveal a slightly 
positive finding in connection with manic-depressive psychoses. 
However, the relative frequency of subnormal intelligence is much 
less in that group than in the epileptic and dementia przcox groups, 
as may be seen from the figures in Table III, which have been 
derived from New York state hospital statistics.’ 


TABLE III. 


SUBNORMAL INTELLIGENCE IN ASSOCIATION WITH CERTAIN PSYCHOSES. 
(Derived from New York state hospital statistics. ) 


Cases with subnormal 
Total number of cases with intellectual make-up. 
Clinical groups. intellectual make-up 
ascertained 
Number Per cent. 
Epileptic psychoses. . . 167 50 29.9 
Dementia praecox..... 2737 457 16.7 
Manic-depressive psychoses 1377 131 9.5 


It would seem, then, that, while manic-depressive syndromes can 
occur as manifestations of organic cerebral affections, or of various 
somatic diseases, or as sequels of intranatal or postnatal head trauma, 
the bulk of the cases occur on an hereditary basis either under 
ordinary conditions of life or under the influence of external factors 
which are, for the most part, of psychogenic nature. The data 
revealed by the twin material, both ours and that reported by other 
observers, support this view. 

As regards the hereditary mechanism underlying the etiology of 
manic-depressive psychoses, the twin material affords not the slight- 
est clue. Such material can serve only to help determine whether, 
and to what extent, hereditary or germinal factors play a part in the 
etiology ; but not whether we are dealing with a monofactorial, di- 
factorial, or polyfactorial mechanism, or whether sex-linkage is 
involved, or whether the hereditary mechanism is of even higher 
complexity with effects produced by a general balancing of genetic 


factors of personality rather than by one or a few specific genes. 
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A number of attempts have been made to formulate a theory 
which would explain the mode of inheritance of manic-depressive 
psychoses, but thus far with scant success. No hypothesis has as 
yet been offered which is in harmony with the known facts. This 
situation has been thoroughly discussed by Ernst Rudin in 1923.*5 
There has been no material change in its status since that time. 

Riidin points out that transmission in the manner of a simple 
Mendelian dominant character, or of a recessive one, or as a simple 
sex-linked one, is definitely excluded. A close scrutiny of the most 
carefully gathered material, with special reference to observed 
numerical proportions, leads him to the following conclusion: “ The 
mode of inheritance in which the empiric figures correspond most 
closely to the calculated minimal values is a trifactorial mode with 
two recessive and one dominant pairs of factors.” 

Ile hastens to observe, however, that this holds only for the 
numerical data without reference to sex, i. e., it fails to account for 
the higher incidence of manic-depressive psychoses in women as 
compared with men. 

The fact that the twin material bears out so largely the traditional 
view, that manic-depressive psychoses are “ the most hereditary ” 
group among the commoner types of mental disease, encourages us 
to make another attempt of formulating a hypothesis which would 
reflect the known facts without undue forcing. 

The most disturbing and confusing elements in the situation are, 
first, the unquestionable fact of occurrence of manic-depressive 
syndromes as a manifestation of organic cerebral lesions, as sequels 
of head trauma, and as complications of acute and chronic somatic 
affections ; and secondly, the important part often played by psycho- 
genic factors. 

Cases of the first mentioned sort can, for the most part, be 
identified and eliminated as extraneous and irrelevant, although 
heretofore the necessity for doing so has not been sufficiently 
appreciated. 

Cases of the second sort cannot be eliminated, as apparently we 
are dealing here not with material which is foreign to the clinical 
group under consideration. Rather it would seem that we have to do 
here with quantitative genotypic variants in which the hereditary 
factors are, in themselves, inadequate to determine the psychotic 
breakdown and that the external etiology is essential for bringing to 
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the surface a latent tendency. That such cases exist must now be 
considered as an established fact in the light of the repeated finding 
of monozygotic twins with manic-depressive psychoses in which 
only one of the pair is affected. 

Therefore, the point must be stressed, in the light of data yielded 
by the twin material, if for no other reason, of the variable part 
played by the hereditary factors in different cases. This part would 
seem to be now strong and in itself adequate for the production of 
the pathogenic effect ; now weak and in itself inadequate, the ten- 
dency remaining latent indefinitely or until rendered manifest by 
the added influence by external, mostly psychogenic, factors. There 
is, perhaps, a whole series of genotypes which, if they could be 
measured, would range themselves in a normal curve of distribution, 
at some part of which would be represented cases of latency under 
ordinary conditions of life but becoming manifest under emotional 
strain—cases which shade off into strictly normal types of cyclo- 
thymic temperament. 

An obvious corollary is to the effect that we must be prepared, 
in checking any hypothesis, to find phenotypes numerically falling 
below genotypes, as they certainly do among monozygotic twins. 

A few years ago we were led to suggest a hypothesis of a sex- 
linked factor in the etiology of hereditary types of mental de- 
ficiency.? This hypothesis has been checked against some material 
in Germany by Luxenburger,'® who found our hypothesis fitting the 
observed data with the least forcing, as compared with several other 
hypotheses that had been suggested. 

Since then we have been able to verify the validity of this 
hypothesis as implying the existence of a sex-linked factor in intel- 
ligence within normal limits as well.® 

It seems to us that a somewhat similar hypothesis would fit the 
case of manic-depressive psychoses, and would be capable of ex- 
plaining quantitative differences within the group, the excess of 
incidence in women, and the seeming operation now of a dominant, 
now of a recessive mode of inheritance. 

This hypothesis assumes the existence of a cyclothymic factor 
(C) in the autosomes, widely distributed in human populations. 
This factor is further assumed to function somehow in the emotional 
phases of behavior. It does not give rise to pathologic excess of 
emotional manifestation except in the presence of another factor 


| 
| | 
| | 
| 
| 
| | 
| 
| 
| 


1935] <A. J. ROSANOFF, L. M. HANDY, AND I. R. PLESSET 755 


which is assumed by the hypothesis as existing in some individuals 
and in some familial strains in one or both of the X-chromosomes— 
an activating factor (A). 

The activating factor may also have to do with emotional phases 
of human behavior and may account for the somewhat richer 
emotional life of women, in whom, by reason of the two X-chromo- 
somes, it has an increased chance of being present and in whom 
alone it has the chance of appearing as a “ duplex ”’ factor. Accord- 
ing to the hypothesis, however, it alone is not capable of giving rise 
to psychotic manifestations. 

In our formulas we have indicated the absence of these two 
factors, respectively, by the customary expedient of using the cor- 
responding lower case letters, c and a. 

With reference to the cyclothymic components of temperament, 
including both normal cases and those in which it underlies psychotic 
manifestations, human subjects may be classified into six types of 
men and nine types of women, as follows: 


Male subjects: CCA, CCa, CcA, Cca, ccA, cca. 

Female subjects: CCAA, CCAa, CCaa, CcAA, CcAa, Ccaa, ecAA, ccAa, 
cCaa. 

We have here, then, two types of male subjects (CCA andCcA ) 
and four types of female subjects (CCAA, CCAa, CcAA, and 
CcAa) whose genetic composition makes possible the development 
of manic-depressive psychoses. 

Among the six genetic types of men and nine genetic types of 
women there are, obviously, 54 possible types of mating. We submit 
a series of formulas representing these 54 types of mating, together 
with the theoretically to be expected genotypic compositions of the 
resulting offsprings : 


1. CCA CCAA =CCA + CCAA. 

2. CCA * CCAa= CCA + CCa + CCAA + CCAa. 

3; CCA + CCAa. 

4. CCA X CcAA = CCA + CcA + CCAA + CcAA. 

5. CCA X CcAa= CCA + CCa + CcA + Cca + CCAA + CCAa + 
CcAA + CcAa. 

6. CCA * Ccaa = CCa + Cca + CCAa + CcAa. 

7. CCA X ccAA = GcA + CcAA. 

8. CCA X ccAa= CcA + Cca + CcAA + CcAa. 

9. CCA X ccaa = Cca + CcAa. 


0 
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ro: CCa CCAA — CCA +.CCAa. 
Cla CCAa= CCA + CGa + CCAa-+ CCaa 
2. Gla kK CCa + CCaa 
CCa CeAA 'CCA CcA + CCAa + CcAa 
4. CGa GeAa = CCA + CGa + CcA + + CCAa 
| CcAa Ccaa. 
CCa Gaa=— CCa + Cca + CCaa + Ccaa 
16. CCa X ccAA — CcA + CcAa 
17. CCa X ccAa= CcA + Cca + CcAa + Cca 
CCa  ccaa' = Cca-t- Ccaa 
19. CeA CCAA— CCA +'CceA -+- CCAA + CcAA 
zo: GcA * CCAa= CCA + CCa + CeA + Cea + CCAA 
CcAA + CcAa. 
Cas = CCa + Gea + CCAa -+- CeAa 


23. CcA < CcAa= CCA + CCa + 2CcA + 2Cea + ccA 
CCAa + 2CcAA + 2CcAa + ccAA + ccAa 


25. CoA X ccAA = CcA + ccA CcAA + ccAA 


| 26. CcA < ccAa = CcA + Cca + ccA + cca CcAA + CcAa 


ccAa 
27. CcA X ccaa = Cca + cca + CcAa + ccAa 
28. Cca X CCAA = CCA + CcA + CCAa + CcAa. 


CcAa + Ccaa. 
30. Cca CCaa='CCa Cea + CCaa + Ceca: 


| 2g. Gea COAa—| CCA + CCa + CcA + Coa + CCAa 4 


St. Cea X CeAA = CCA + 2CcA + ccA + CCAa + aCcAa 4 


32. Cea X CcAa= CCA + CCa + 2CcA + 2Cca + ccA 4 
CCaa + 2CcAa + 2Ccaa + ccAa + ccaa. 

33. Cca X Ccaa= CCa + 2Cca + cca + CCaa + 2Ccaa 

34. Cca X ccAA=CcA + ccA + CceAa + ccAa 


35. Cca X ccAa=CcA + Cca + ccA + cca + CcAa + Ccaa 


ccaa 
36. Cca X ccaa = Cca + cca + Ccaa +- ccaa 
37. ccA X CCAA = CcA + CcAA. 
38. ccA X CCAa= CcA + Cca + CcAA + CcdAa. 
39. ccA X CCaa = Cca + CcAa. 
4o. ccA X CcAA = CcA + ccA + CcAA + ccAA. 


ccAa. 


42. ccA X Ccaa = Cca + cca + CcAa + ccAa 
43. ccA X ccAA=ccA + ccAA 

44. ccA X ccAa= ccA + cca + ccAA + ccAa 
45. ccA X ccaa= cca + ccAa. 

46. cca X CCAA=CcA + CcAa. 

47. cca XK CCAa= CcA + Cca + CcAa + Ccaa. 


22. CcA KX CcAA= CCA + 2CcA + ccA + CCAA + 2CcAA 


24. CcA X Ccaa= CCa + 2Cca + cca + CCAa + 2CcAa 4 


41. ccA X CcAa= CcA + Cca + ccA + cca + CcAA + CcAa 4 


| Jan. 


ccAA. 
AA 


ccAA 
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ccAA 
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48. cca X CCaa= Cea + ‘Ceaa. 

49. cca X CcAA = CcA + ccA + CcAa + ccAa. 

50. cca X CcAa= CcA + Cca + ccA + cca + CcAa + Ccaa + ccAa + 
cCaa. 

51. cca X Ccaa = Ceca + cca + Ccaa + ccaa. 

52. cca X ccAA =ccA + ccAa. 

53. cca X ccAa=ccA + cca + ccAa + ccaa. 

54. cca X ccaa = Cca + ccaa. 

We are not saying that the assumptions on which these formulas 
are based will account for all the complexities of the situation. On 
the contrary, the extremely wide range of quantitative differences 
within the manic-depressive group suggest that there may be more 
than merely two male and four female genotypes, even though it 
may be conceded that to some extent these differences are due to 
external factors. Our object has been to formulate the simplest 
possible hypothesis which could be brought into harmony with the 
more definitely established facts. 

It will be seen from the above formulas that if both parents are 
(genotypically) manic-depressive (MxM), as in formulas 1, 2, 4, 
5, 19, 20, 22, and 23, theoretical expectation would be as follows, 
in different strains: (a) all offspring affected, as in formulas 1, 2, 
4, and 19; (b) all female and half of the male offspring affected, as 
in formulas 5 and 20; (c) three-fourths of all the offspring, male 
and female, affected, as in formula 22; and (d) three-eighths of 
the male and six-eighths of the female offspring affected, as in 
formula 23. 

If the father alone is (genotypically ) manic-depressive (Mx N), 
as in formulas 3, 6, 7, 8, 9, 21, 24, 25, 26, and 27, theoretical 
expectation would be as follows, in different strains: (a) all female 
ofispring affected but none of the males, as in formulas 3, 6, 9, and 
21; (b) all the offspring affected, as in formula 7; (c) half of the 
male and all of the female offspring affected, as in formula 8; (d) 
none of the male and three-fourths of the female offspring affected, 
as in formula 24; (e) half of the offspring, male and female, af- 
fected, as in formula 25; (f) one-fourth of the male and one-half of 
the female offspring affected, as in formula 26; and (g) none of the 
male and one-half of the female offspring affected, as in formula 27. 

If the mother alone is (genotypically) manic-depressive, as in 
formulas 10, I1, 13, 14, 28, 29, 31, 32, 37, 38, 40, 41, 46, 47, 49, and 
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50, theoretical expectation would be as follows, in different strains : 
(a) all offspring affected, as in formulas 10, 13, 28, 37, and 46; 
(b) one-half of all offspring affected, male and female, as in 
formulas 11, 14, 29, 40, 47, and 49; (c) three-fourths of all off- 
spring, male and female, affected, as in formula 31; (d) three- 
eighths of all the offspring, male and female, affected, as in formula 
32; (e) one-half of the male and all the female offspring affected, 
as in formula 38; (f) one-fourth of the male and one-half of the 
female offspring affected, as in formula 41: and (g) one-fourth 
of all the offspring, male and female, affected, as in formula 50. 

If neither parent is (genotypically) manic-depressive (N XN), 
as in formulas 12, 15, 16, 17, 18, 30, 33, 34, 35, 36, 39, 42, 43, 44, 
45, 48, 51. 52, 53, and 54, theoretical expectation would be as 
follows, in different strains: (a) all offspring normal, as in formulas 
12, 15, 18, 30, 33, 36, 43, 44, 45, 48, 51, 52, 53, and 54; (b) all 
offspring affected, as in formula 16; (c) one-half of all the off- 
spring, male and female, affected, as in formulas 17 and 34; (d) 
one-fourth of all the offspring, male and female, affected, as in 
formula 35; (e) all male offspring normal, all female affected, as 
in formula 39; and (f) all male offspring normal, one-half of the 
female offspring affected, as in formula 42 


§ 5. SUMMARY. 


The main object of this communication is to present a study of 
go pairs of twins with manic-depressive syndromes. 

Among 23 pairs of monozygotic twins included in this material 
both twins were found to be affected in 16 instances, and only one 
of each pair in 7 instances. 

Among the remaining 67 pairs of twins, which are dizygotic, both 
twins were affected in 11 instances, and only one in 56 instances. 

Hereditary or germinal factors play an important part in the 
etiology of manic-depressive syndromes, as is shown by the contrast 
between monozygotic and dizygotic twins in the percentage of cases 
of both twins of the pair affected—69.6 per cent for the monozygotic 
and 16.4 per cent for the dizygotic twins in our material 

Hereditary or germinal factors, in themselves, are often in- 
adequate, i. e., they do not suffice to produce a manic-depressive 


syndrome, as is shown by the high proportion of cases among 
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monozygotic twins in which only one of the pair is affected—30.4 
per cent in our material. In other words, in some cases at least, 
factors other than heredity are required to produce the pathogenic 
effect. 

Hereditary or germinal factors are not always present—therefore, 
not essential—in the etiology of manic-depressive syndromes. This 
is shown by the relatively high proportion, among dizygotic twin- 
brothers and twin-sisters of affected subjects, as compared with 
their siblings, of similarly affected individuals—16.4 per cent for 
the twins and somewhere between 1.5 and 3.4 per cent for the 
siblings. 

Sex is a factor of great importance in the etiology of manic- 
depressive syndromes. This has long been known, but as far as our 
material is concerned, it is indicated in most striking fashion by the 
findings in our group of opposite-sex twins. Among our 32 pairs of 
this type of twins, both twins were affected in three, the male alone 
in five, and the female alone in 24 instances. 

In § 2 are cited case histories of monozygotic twins demonstrating 
complete concordance of findings (both twins affected, similarly), 
partial concordance (both twins affected, but in a manner quanti- 
tatively dissimilar), and discordance of findings (only one twin 
affected, the other normal). 

No case of qualitative dissimilarity has occurred in ovr group of 
monozygotic twins with manic-depressive syndromes, 7. ¢., no case 
of one twin having such a syndrome and the other exhibiting some 
neuropsychiatric condition belonging to another clinical group. 

In § 3 are cited case histories of dizygotic twins, same-sex and 
opposite-sex, demonstrating complete concordance of findings, par- 
tial concordance (quantitative dissimilarity), and complete dis- 
cordance. 

A case is also cited demonstrating qualitative dissimilarity in a 
pair of opposite-sex twins—the female twin having a manic- 
depressive syndrome and the male having mental deficiency in the 
degree of imbecility. 

§ 4 is devoted to a discussion of the etiology of manic-depressive 
syndromes in the light not only of the data yielded by the twin 
material, but also of previously known facts. 

It would seem that, while manic-depressive syndromes can occur 
as manifestations of organic cerebral affections, or of various 
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somatic diseases, or as sequels of intranatal or postnatal head 
trauma, the bulk of the cases occur on an hereditary basis either 
under ordinary conditions of life or under the influence of external 
factors which are, for the most part, of psychogenic nature. 

The fact that the twin material bears out so largely the traditional 
view, that manic-depressive psychoses are “ the most hereditary ” 
group among the commoner types of mental disease, encourages us 
to make another attempt of formulating a hypothesis which would 
reflect the known facts without undue forcing. 

Accordingly, a hypothesis is offered of the mode of inheritance 
of manic-depressive psychoses, in which the existence of a cyclo- 
thymic factor (C) in the autosomes is assumed, and an activating 
factor (A) in the X-chromosomes. 

According to this hypothesis, human subjects may be classified, 
with reference to the cyclothymic components of temperament, into 
six types of men and nine types of women. Among these types two 
in men and four in women represent temperamental constitutions 
which make possible the development of manic-depressive psychoses. 

Among the six genetic types of men and nine genetic types of 
womien there are, obviously, 54 possible types of mating. A series 
of formulas is submitted representing these matings, together with 
the theoretically to be expected genotypic compositions of the 
resulting offspring. 

The hypothesis on which these formulas are based is not out of 
harmony with known facts concerning familial distributions of 
manic-depressive psychoses; and it seems capable of explaining 
quantitative differences within the group, the excess of incidence in 
women, and the seeming operation now of a dominant, now of re- 
cessive, now of a sex-linked mode of inheritance. 

According to the hypothesis, hereditary factors play a variable 
part in different cases. This part would seem to be now strong and 
in itself adequate, for the production of the pathogenic effect ; now 
weak and in itself inadequate, the tendency remaining latent in- 
definitely or until rendered manifest by the added influence of 
external, mostly psychogenic, factors. 


An obvious corollary is to the effect that we must be prepared, in 
checking any hypothesis, to find phenotypes numerically falling 
below genotypes, as they certainly do among monozygotic twins. 
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THE DEPRESSION AND MENTAL DISEASE IN 
NEW YORK STATE. 
By HORATIO M. POLLOCK. 


In October, 1929, occurred a stock market crash of unprecedented 
magnitude. This economic shock was followed by one of the most 
severe crises that this country has ever experienced. Millions of men 
were thrown out of work. Great and small fortunes faded away. 
Factories, banks and mercantile establishments failed in great 
numbers. Privation, humiliation, distress and misery came to 
thousands of homes. 

These tremendous changes in economic and social status and in 
outlook and attitude were accompanied by corresponding emotional 
stresses. Hlope gave way to despair and joy to anxiety. The feeling 
of security that had grown strong in the days of plenty was lost 
and was succeeded by apprehension and distrust of the future. Grief 
over losses of fortunes or positions, fear of poverty and social 
degradation, and forebodings of evil days to come were accompanied 
by most distressing mental conflicts. 

As the depression has continued in more or less severity for 
nearly five years, it would naturally have an unfavorable effect on 
mental health and its results should be reflected in mental hospital 
statistics. 

As uniform statistical data have been compiled for many years 
by the New York state hospital system it was felt that an analysis 
of results in such system during the past 10 years might throw some 
light on the extent to which the depression has been a factor in 
increasing mental disease. 

The census of resident patients in the several classes of hospitals 
for mental disease in New York State at the end of each of the 
past II years is shown in Table 1. Roughly speaking the years 
from 1924 to 1929 may be considered as years of prosperity and 
those from 1929 to 1934 as years of depression. In the first period 
the total increase of patients was 8000, or 1600 per year. In the 
second period, the total increase was 12,502, or 2500 per year. The 
average annual increase in the civil state hospitals in the first period 
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RESIDENT PATIENTS IN HospPITALS FOR MENTAL DISEA r N \ 
STATE AT ENp or Fiscat YEA 1924-1933 


Date \ tat 
June 30. spit 


1931 53,034 18,30 307 
1932 571 52,304 2,014 779 


vo) 
Ww 
t 
x 
t 


* Includes committed and voluntary pat 


INCREASE IN RESIDENT PATIENTS IN Hospital IN 
New YorkK STATE, 1924-1933 


Hospita 
Fiscal year Civil for I nsed 
ended state criminal titu- 


June 30. nos ta ta insane t ns 


2,000 1,574 54 75 


* Includes committed and voluntary patients 


TABLE 1 
Civ i 
13,861 10,281 2,024 
174 | 
TABLE 2 
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was 1272 and in the second period 2411; in the hospitals for 
criminal insane in the first period, 56, and in the second period, 
64; 1n the licensed institutions, which include two veterans hospitals, 
in the first period 272, and in the second period, 25. Excluding the 
veterans hospitals the private licensed institutions had an average 
increase during the first period of 32 and during the second period 
of 23. 

Table 2 shows increases in each group of hospitals year by year 
during the period under consideration. The figures are rather sur- 
prising as they show marked augmentation of hospital population 
during the so-called boom years of 1927 and 1928; in fact, the 
increases of these two years were greater than those of 1930 and 
1931. The opening of new hospitals in 1927 and 1928 may have been 
a factor in stimulating admissions, but no patients were refused 
admission in previous years. The increases in the civil state 
hospitals in 1932 and 1933 broke all records. 

Table 3 shows the first admissions to the several groups of 
hospitals from 1924 to 1933. 


TABLE 3. 
First ApMIssions To Hospirats ror MENTAL DIsEASE IN NEW York STATE, 
1924-1933. 


All 
hospitals 


Hospitals 
Fiscal year Rate per Civil for Licensed 
ended 100,000 state criminal institu- 
June 30 No. population. hospitals. insane. tions.* 
7,435 67.8 6,933 158 344 
7,802 68.8 7,205 133 374 
eee 8,55 73.6 7,928 185 441 
9,220 77.3 8,614 22 382 
9,581 76.6 9,040 189 352 
10,641 81.2 10,142 202 297 
11,354 84.7 10,935 181 238 


* Includes committed cases only. 


It is generally recognized that the annual rates of first admissions 
per 100,000 of the general population constitute the best index of 
the increase of mental disease. Such rates in Table 3 show an 
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irregular upward trend for the period covered. Marked increases 
in the rate occurred in the years 1925, 1927, 1928, 1932 and 1933. 
It is noteworthy that the rate was lower in 1930 and in 1931 than 
in 1928. 


Table 4 gives the record with respect to admissions, discharges 


TABLE 4 


ADMISSIONS, DISCHARGES AND DeratHs, HospPITALs FoR MENTAL DISEASE 
IN New YorK STATE, 10924-1933 


Fiscal year All admissions 
ended excluding 

June 30. transfers Discharge Deaths 
12,924 6,095 4,047 
cle es 14,110 7301 4,500 


and deaths. It will be noted that in the nine years the annual ad- 
missions increased from 12,035 to 16,167, or 4135; the annual 
discharges from 6854 to 8019, or 1165; and the annual deaths from 
3767 to 4848, or 1081. The percentages of increases were 34.4, 
17.0 and 28.7, respectively. Such a difference in trend between 
incoming and outgoing cases would naturally lead to marked in- 
creases in hospital population. The low rate of increase of dis- 
charges during some of the depression years is probably due to the 
difficulties experienced by the hospitals in finding suitable places 
for patients ready to be placed on parole. 

A clearer understanding of increases in first admissions may be 
obtained from the consideration of the trends in the principal 
psychotic groups. 

Table S which gives the record of the senile first admissions 
from 1924 to 1933, shows only a slight upward trend in absolute 
numbers and in rate per 100,000 of population. It will be noted, 
however, that the senile group in 1933 did not constitute as large 
a percentage of all admissions as in 1924. It is probable that cer- 
tain types of cases formerly diagnosed as senile are now placed 
in the arteriosclerotic group. 


| 
_ 


1935 | HORATIO M. POLLOCK 767 


Remarkable changes in the arteriosclerotic group are shown in 
Table 6. The annual number of first admissions increased from 
675 in 1924 to 1834 in 1933, and the rate per 100,000 from 6.2 to 


TABLE 5. 


First ADMISSIONS WITH SENILE Psycuosres, New York Crivit STATE 
HOsPITALS, 1924-1933. 


Per cent of first Number per 100,000 of 
No admissions. general population. 

Year Males. Females. Total Males. Females. Total. Males. Females. Total. 
1924 256 421 677 7.0 13.0 9.8 4.7 77 6.2 
1925 313 443 756 8.1 12.4 10.2 5.7 8.0 6.8 
1926 336 420 750 8.5 12.6 10.4 5.9 7.4 6.7 
1927 334 439 773 77 123 98 5.7 76 6.6 
1928 3890 513 902 8.2 13.2 10.4 6.5 8.6 7.6 
1929 372 470 842 79 6128 9.8 6.1 i f 6.9 
1930 302 494 796 6.1 12.1 8.8 48 7.9 6.4 
1931 317 435 752 6.2 10.4 8.1 4.9 6.8 5.9 
1932 366 517 883 6.5 I1.4 8.7 5.6 7.9 6.7 
1933 393 550 043 6.5 11.2 8.6 5.8 8.2 7.0 


TABLE 6. 


First ADMISSIONS WITH CEREBRAL ARTERIOSCLEROSIS, NEW YorK CIVIL 
STATE HOSPITALS, 1924-1933. 


Per cent of first Number per 100,000 of 
No. admissions. general population. 

Year Males. Females. Total. Males. Females. Total. Males. Females. Total. 
1924 386 289 675 10.5 8.9 9.7 7.3 5-3 6.2 
1925 407 330 737 10.5 9.2 9.9 7.4 5.9 6.6 
1926 404 372 866 25 22 19 8.7 6.6 7.6 
1927 576 402 978 i342 13 123 9.9 6.9 8.4 
1928 507 423 ~=+1,020 126 109 118 10.0 8.6 
1929 637 493 130 iss 132 10.4 8.1 9.2 
1930 740 544 15.1 13.3 143 11.9 8.7 10.3 
1931 781 5905 _—si1i,376 15.3 14.2 148 12.2 03 107 
1932 904 720 ~=« 1,684 17.2 15.8 16.6 m7 10 12 
1933 1,065 769 ~—s1,834 17.7 15.6 168 ise 137 


13.7. The largest increase of any single year occurred in 1932. Part 
of the increase in this group is undoubtedly due to the advancing age 
of the general population. 

Trends in the general paralysis group are shown in Table 7. 
First admissions of this psychosis are increasing at a rate approxi- 
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mately the same as that of the general population. Apparently the 
trend has not been seriously affected by the depression 

Data for the alcoholic group appear in Table 8. A slightly up- 
ward trend is found although the changes during the depression 

TABLE ; 
First ADMISSIONS WITH GI aL P \ N \ ( STA 
Hosrita 1924-1933 
Per cet N 
Ny 
Year Males. Females I Fe I M ] Total 
1924 0604 158 822 1.9 I 9 7.5 
1925 047 104 SII 10.7 1.0 10.0 oe 0 "3 
1920 658 153 S11 1.( 11.1 11 2.7 7.2 
1927 652 170 822 18 10.4 2.9 7.1 
1928 734 192 926 15.5 1.9 10.7 12.4 3.2 7.8 
1929 O88 172 860 14.0 1.5 10.1 11.2 28 =.0 
1930 740 192 Q32 14.9 1.7 10.3 I 3.1 7 
1931 713 214 O27 14.0 I 10.0 I I 3 { 72 
1932 181 Q2 1.0 9.1 1] 2.8 7.0 
1933 791 225 1,01! 13.2 4.0 9.3 11.8 3.4 7.6 
TABLE 8 
First ApMISSIONS WITH ALconoLic PsycHost New York Civit StTatt 
HosPIrTal 1924-1933 
Pe N o of 
N ation 

Year. Males. Fe es I M I I M es. Tota 
1924 302 71 373 82 22 5.4 5 I 3.4 
1925 341 SI 1422 8.8 2.3 5.7 6.2 1.5 3.8 
1926 333 422 5.4 2.7 3-7 
1927 440 114 554 10.1 2.2 7.0 ( 2.0 1.8 
1928 430 79 509 9.1 2.0 4.3 
1929 459 78 537 9.7 2.0 6.3 7.5 1.3 4.4 
1930 440 100 540 9.0 2.4 6.0 fod 1.0 4.4 
1931 497 192 599 0.8 2.4 6.5 7 1.6 4.7 
1932 462 131 503 $.3 2.9 5.5 7.0 2.0 4.5 
1933 550 I50 70 9.3 3.0 6.5 8.3 2.2 5.3 
period have not been marked. This group is probably more affected 


bv liquor legislation than by economic conditions. 


Table 9 deals with the manic-depressive group. The figures 


reveal only a slight upward trend in rate of first admissions per 
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100,000 of population. An exceptional increase occurred in 1933. 
Iver since 1927 a distinct rise in trend in the dementia przcox 


eroup has been noted. The most significant change occurred in 1932. 


TABLE 9. 


First ApMISSIONS witH Psycuoses, New York CIvIL 
STATE HOosPITALS, 1924-1933. 
Per cent of first Number per 100,000 of 
No. admissions. general population. 
Year Males. Fe waa s. Total “Males. Fe males. Total. “Males. Females. Total. 
1924 383 619 1,002 10.4 19.0 14.5 70 It3 9.1 
1925 359 691 1,050 9.3 19.4 14.1 6.5 12.4 9.5 
1926 388 607 995 9.8 18.2 13.6 6.8 10.7 8.8 
1927 302 678 9.0 19.0 13.5 6.7. I1.7 9.2 
1928 441 755 9.3 19.4 13.9 74 
1929 437 765 1,202 9.2 20.0 I4.1 9.8 
1930 453 707 1,160 9.1 17.3. 128 72 2 9.3 
1931 408 707. 1,205 98 16.9 13.0 9.4 
1932 189 742 1,231 8.7 163 12: 7.4 I1.4 9.4 
1933 548 862 ~=1,410 9.1 7:5 12 8.1 12.9 10.5 
TABLE 10. 
First ApMISSIONS WITH DEMENTIA Pra&cox, New York Crivit STATE 
HOSPITALS, 1924-1933. 
Per cent of first Number per 100,000 of 
No admissions. general population. 

Year. M des Fomales. T tal Males. Females. Total. “Males. Females. Total. 
1924 1,003 g10—-1,913 27.2 28.0 27.6 18.4 166 17.5 
1925 1,068 990 2,058 29 19.3 178 18.5 
1926 1,045 Qo! 1,946 2632 267 18.5 15.8 17.2 
1927 1,197 952 2,149 24 20.7. 16.3 18.5 
1928 1,261 1,065 2,326 267 Wa 270 21.2 178 19.5 
1929 1,174 988 2,162 24.8 25.8 25.3 103 12 WF 
1930 1,299 1,070 2,369 26.2 26.2 26.2 20.8 17.0 18.9 
1931 1,302 1,140 2,442 25-55 27.2 26.3 20.3 79 86051 
1932 1,486 1,269 2,755 66 20 272 22.6 19.4 21.0 
1933 1,482 1,360 2,842 247 6 62765 220 204. 212 
The high rate of first admissions of that year, however, was ex- 


ceeded by that 


of 1933. 


Judging from the data concerning the six principal groups pre- 
sented in Tables 5-10, the economic crisis does not appear to be the 
dominant factor in the increase of first admissions to our state 


770 DEPRESSION AND MENTAL DISEASE IN NEW YORK _ | Jan. 


hospitals. That it has been a precipitating factor of significance 
no one can doubt. Definite evidence of the fact is furnished by 
reports of etiological factors appearing in the history of first ad- 
missions from 1924 to 1933 

Cases in which loss of position or financial loss was clearly an 
etiological factor are shown in Table 11 for each year of the period 


TABLE 11] 
Cases AMONG First ApMISSIONS IN WHICH Loss oF POSITION OR FINANCIAI 
Loss wAs REporTED AS AN Factor, New Civil 


STATE HOospPITALs 


Year 
153 2.5 
157 1.8 
030 6.3 
958 &.8 


studied. As would be expected such cases were more numerous 
during the depression years, a decidedly upward trend being noted 
from 1929 to 1933. In the last year the cases comprised 8.8 per cent 
of all admissions as compared with 2.2 per cent in 1924. 

The data in Table 11, of course, cannot be construed as indicating 
the entire effect of the depression on admissions. Many of the 
influences of the depression are too indefinite to be counted as 
causal factors, but, nevertheless, are not without significance. 


CONCLUSIONS 


1. Patient population of mental hospitals in New York State 
increased more rapidly from 1929 to 1934 than from 1924 to 1929. 
The increase was greatest in 1933. 

2. The trend in the rate of first admissions has been rising since 
1924. 

3. The rate of increase of admissions is higher than that of dis- 
charges and deaths. 


= 
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4. A slight upward trend is noted in senile first admissions. 

5. Extraordinary increases have occurred in the arteriosclerotic 
group during the past 10 years. The most marked change was in 
1932. 

6. No change in trend is found in the paretic group. 

7. A slowly rising trend is noted in the alcoholic group. The 
group is more affected by liquor legislation than by economic con- 
ditions. 

8. The trend in the manic-depressive is slightly upward. A 
marked increase occurred in this group in 1933. 

9g. A significant increase in the rate of dementia przcox first 
admissions has occurred since 1927. The rate was exceptionally high 
in 1932 and 1933. Such rate may reflect cumulative effects of the 
depression, 

10. The economic crisis does not seem to be the dominant factor 
in the increase of first admissions in any one diagnostic group; 
it is, however, a precipitating factor of importance in all groups. 
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PSYCHIATRY AND THE PROBLEMS 
OF DELINQUENCY.* 


By MENAS S. GREGORY, M.D. 


In speakng to a highly specialized group such as this, I shall 
take no time to define the terms I am about to employ. Perhaps 
one word in my title may well have some statement as to the sense 
in which I shall use it. Delinquency in this sense is synonymous 
with crime. The delinquent is here conceived as one of a numerous 
group who commit antisocial acts habitually. 

Delinquency is one of the chief social problems confronting the 
community. Like all social problems, it is a by-product of civili- ° 
zation and culture. It has come into greater and greater prominence 
with the complexities of organized society with so many conflict- 
ing aims of differing groups. The cave-dweller had few social prob- 
lems. He was governed by the laws of nature, which were rigorous 
and carried immediate and drastic punishment for their violation. 
But even in primitive unorganized groups one often found offenders 
against the tribal mores. There were always some “ who did not 
belong.” Thus delinquency, since history has been written, has 
existed, and with the spread of social complexities new avenues 
for criminal conduct are continually offered. The more laws, the - 
greater the chance of their being broken. Today it is everywhere 
realized that we need fewer, rather than more, laws. The crying 
need is for better, rather than for more, legal machinery. 

* It is in this field—the better understanding of the individual de- 
linquent—that psychiatry can make its most signal contribution. 
In order to do this, the psychiatrist must make his position clear. 
He must not only realize his own limitations and those of the 
science which he professes, but he must insist that others do the 
same. He must offer no panaceas, and he must not permit others 
to expect that he will or can offer them./He cannot expect to 
solve the problems alone. He must cooperate with other social 
agencies. No intelligent psychiatrist at the present time fails to 
realize the earnest and sincere work of many a jurist, of various 
workers in the courts, in the church, in psychiatric clinics and in 


* Read at ninetieth annual meeting of The American Psychiatric Associa- 
tion, New York City, May 28-June 1, 1934. 
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correctional institutions. They are all doing hard and serious work. 
How can the psychiatrist help and not hinder? How can he foster 
even misdirected enthusiasm and turn it into channels of real ef- 
ficiency? To ourselves also we must look for misdirected effort. 
In certain degrees psychiatry itself perhaps has been “ over-sold ” 
in its social implications. 

Psychiatry has justly become very popular among the general 
public, but I fear that in certain aspects there has been reckless 
and over-enthusiastic propaganda. An impression has been given 
that psychiatry is the cure-all for all social problems 

While admittedly, it can contribute most effectively to various 
community problems, there are dangers of disappointment and dis- 
ilusionment, which might react destructively on our own efforts. 
There are already signs and rumblings of this repercussion. The 
nature of psychiatric work is so abstract and the results of its ap- 
plication so slow and intangible, that there is beginning to be aroused 
skepticism in the minds of the public, as to its value. 

This applies not only to psychiatry in relation to delinquency, 
but also to mental hygiene, child guidance, probation and many other 
psychiatric social efforts. 

There are already complaints and criticisms on the part of people, 
teachers, parents and even social workers, as to the vagueness, im- 
practicability, triviality and at times total futility of child guidance 
efforts. Similar observations are also applicable to the subject of 
delinquency, probation and other psychiatric social problems. 

In other words, I personally feel that there might be a real 
danger in over-playing and over-selling psychiatry in its social im- 
plications, unless we at the same time take adequate measures to 
bring up the public to the proper psychological level to fully ap- 
preciate our efforts. Otherwise there is danger of regression in- 


~stead of progression. 


Yet in saying that at times psychiatry has been over-sold, I would 
not intimate that its present accomplishments are not sufficient to 
warrant its services being continued and expanded. Considerable 
research work has been and is being done during the last decade 
with reference to psychiatric phases of delinquency, particularly 


in courts, in psychiatric clinics in connection with courts, and in 
correctional institutions. 
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In various parts of the country, especially in large cities, courts 
have psychiatric advisors ; there are several well organized psychia- 
tric court clinics in large centers of population. In many correc- 
tional institutions careful psychiatric examinations are carried out 
among the inmates. There is in hand a large accumulation of 
carefully observed facts which can be utilized for definite con- 
clusions and recommendations. 

The reports from these various psychiatric centers in connection 
with the examination of prisoners are, in the main, similar; with 
slight variations, mostly of a local and technical character. 

Thus in the Psychiatric Clinic of the Court of General Sessions, 
here in New York, established over two years ago, more than 
5000 prisoners, convicted of felonies, have been examined and re- 
ported to the court, as to their personality and mental “ make-up,” 
before sentence was passed upon them. In Los Angeles, Detroit, 
Chicago, Philadelphia, and Boston, psychiatrists for a number of 
years have conducted clinics or laboratories in connection with the 
courts for the study of delinquents, both before and after trial. 

Less definite, but by no means less important, may be the service 
rendered by psychiatry to those who are active on the social side] 
of the problem, namely, social workers, teachers, religious leaders, | 
lawyers, officers of the law, etc., by bringing to them the results! 
of psychiatric research on personality types characteristic of the 
delinquent. Thus, psychiatry may render service to those who have 
had no special training in such studies. 

It should always be emphasized, and particularly for the in- 
formation of the public, that all criminals are not alike, and that 
an intelligent administration of legal measures is only possible when 
these differences are taken into consideration. 

Looking at the delinquent group, in the large, three sets may first 
be considered: (a) Relative normality; (b) psychopathic person- 
ality, and (c) personality deviation. This rough arrangement is 
to a considerable extent recognized wherever the psychiatric view- 
point on delinquency has been sought for and accepted. Yet much 
remains to be done, and it is in this direction that the clinical psy- 
chiatrist can make most progress in the future. 

The relatively normal delinquent is an individual who has ex- 
hibited a consistently satisfactory adjustment between instinct and 
the demands of reality, whose crime was committed under extreme 
circumstances, unusual opportunity, and so on. 
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In the non-psychopathic personality deviate we have an individual 
whose behavior, while removing him from the class of relative 
normality, still does not demand that he be considered a distinctly 
psychopathic personality. The deviate will, on occasion, periodically 
throw off his repressions and suppressions and exhibit behavior 
corresponding to that of the true psychopath. But it should be 
emphasized that these failures of inhibition are transitory, and 
usually followed by an emotional reaction which permits the indi- 
vidual once more to adjust himself to his previous social relations. 

The personality deviates are classified into: 


1. Type showing inferiority with overcompensation 

2. Neurotic type. 

3. Schizoid type. 

4. Paranoid type. 

~. Aggressive, egocentric type ( sadistic tendencies ). 

6. Inadequate, shiftless, immature types. 

7. Weak, suggestible type. 

8. Egotistic, over-confident type—allied to or merged with hypo- 
manic individuals. 

g. Affective types (emotionally unstable). 

10. Swindler type—allied to hysterical types of psychopaths. 

11. Other types (unclassified—dull, unemotional, primitive, un- 
determined, etc. ). 


It is with this and with the third type, the true psychopathic 
personality that I feel psychiatry is ready to make its most useful 
contribution toward the protection of society from the results oi 
delinquency. The classification of psychopathic personalities made 
for our own clinic is still more or less tentative, and tends to much 
overlapping, but during the relatively short time it has been in use, 
it has served our purposes quite satisfactorily, and I now offer it 
as illustrative of the point I wish to make. 

Of psychopathic personalities, we make the following sub- 
divisions : 

With immature emotional development. 
With neurotic manifestations. 
Hysterical type. 

Schizoid type. 

Paranoid type. 
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6. Emotionally unstable types—cyclothymic, 
hypomanic, epileptoid. 

Nomadic type—periodic wandering. 

With constitutional and acquired physical 
inferiority. 


g. With sexual abnormalities. 


In citing thus briefly some of the contributions clinical psychia- 
try has already made along these lines, some facts revealed in 
our own clinic, regarding the relationship between types of crime 
and types of personality, will be of interest. 

There were far more “ old offenders” among the psychopaths, 
than among the delinquents classed as non-psychopathic. Of 361 
psychopathic prisoners in this clinic, 312, or 86 per cent, were 
recidivists. Against this we place a percentage of but 30 per cent 
repeaters in crime among those classed as personality deviates— 
that is 412 out of 1372 prisoners examined. Of the 483 designated 
as relatively normal, only 97 were recidivists—that is, 20 per cent. 

Of the statistical relationship between type of crime and type 
of personality, I may cite the figures for those charged with homi- 
cide. The highest incidence was among the psychopaths (2.3 per 
cent), and the lowest was among the relatively normals (1.2 per 
cent). 


‘ 


Psychopaths also led among “hold-up” men. Seventy of our 
psychopathic prisoners were this variety of robber—19g.4 per cent 
of the 361 individuals in this group. Of the personality deviates, 
numbering 1372, 197 or 14.4 per cent were hold-up men, while 
among 483 relatively normals, but 21, or 4.4 per cent, were charged 
with this crime. 

Psychopaths also led among burglars, 16.6 per cent as against 
14.4 per cent of the personality deviates, and only 38, or 7.9 per 
cent, among the relatively normals. Without quoting further sta- 
tistics, I would note that some of the cold facts thus gathered 
have corroborated certain empirical assumptions long current. 
Prisoners charged with larceny show the highest incidence of 
relatively normals, which is confirmatory of the old saying that 
“we all have a little larceny in us.” 

The statistics referred to, which later will be fully published, 
show what our psychiatric service has done toward the under- 
standing of delinquency, and correspond closely with the findings 
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of similar clinics. They suggest certain lines of action which may 
be followed profitably in the future. But as already noted, our 
part is a relatively small one. We can only uncover the problem 
in all its magnitude, show how classification and segregation may 
simplify it, and—possibly—later suggest certain lines of endeavor 
which society and the courts may profitably adopt in order to reach 
better solutions. Our primary function is diagnostic; prognosis 
will only be of service when the public recognizes the value of this 
psychiatric vision, and will cooperate and provide the proper 
facilities for carrying out measures for its own protection. 

At present there is no very general appreciation of the value of 
forensic psychiatry, nor a deep-seated conviction of the essential 
justice of its employment. Not infrequently, the psychiatrist finds 
deviates and psychopaths behind the bars, as well as before it, 
and in his dealings with those who prosecute and defend, has often 
to exercise all the faculties developed by his special training. 

I would repeat that the psychiatrist must avoid over-selling 
himself and his attainments. He must always be careful to promise 
only what he can deliver. He can endeavor to impress upon the 
community and its responsible representatives the importance of 
adequate study and classification and segregation of delinquents 


from a psychiatric standpoint, and the urgent necessity of pro- 


viding modified and specialized facilities for dealing with them. 

It is self-evident that the safety and interest of the community 
is paramount, and that of the individual always secondary ; that 
every sacrifice should be made for the well-being and protection 
of society, and that social misfits and unfits must be dealt with, 
not so much for the interest of the so-handicapped, but rather to 
render them less harmful and less of a menace to the general public. 

In dealing, however, with the definitely anti-social group—the 
delinquent and the criminal—which constitutes the greater menace 
to the social organization, it is obvious that most intelligent, 
logical and well-directed methods should be employed to minimize 
their destructive influence and activities. 


In most states some attempt has already been made to deal 


with the problem of delinquency from the psychiatric standpoint, 
but through the West and South especially, much missionary work 
has yet to be done. We have on the one hand, the prison; on the 
other, the mental hospital—both institutions where restraint is 
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exercised over the body of the delinquent. Some states have 
‘ hospitals” for the criminal insane, a step in advance to be sure, 
but still only a small step. In order to care for the many groups 
of delinquents, they must be handled not in accordance with the 
type of crime committed, but in accordance with the type of per- 
sonality that the particular delinquent represents. The “ first of- 
fender ” according to police records may not be a first offender at 
all. The clinical history often discloses that his offenses against 
the regulations of society have been numerous, this merely hap- 
pens to be the first time he has been caught. From the psychiatric 
standpoint he may very well be a more confirmed “ repeater ” 
than the recidivist who falls into the clutches of the law every time 
the anti-social impulses break through his repressions. Only a 
complete system of psychiatric observation can determine these 
groupings, and once they are determined, only a far more adequate 
means of dealing with them, than is at present available, will make 
such grouping of any practical value. 

Many of our “correctional” and “ reformatory”’ institutions 
are largely schools and colleges of crime. Many individuals who 
have had only a preparatory training, come under the tutelage of 
those who have taken advanced degrees in the defiance of social 
regulation. Is it any wonder that these institutions neither correct 
nor reform, and that any parole system, based on considerations 
other than those protecting the community and the rehabilitation 
of the offender, will break down? Though it is not the considera- 
tion of the individual criminal which is our first object, but the 
protection of society, it has become increasingly evident that the 
only way society can be adequately protected is by a far more 
intensive consideration of the proper grouping of the individual 
delinquent. There is no doubt that many “ hardened ” criminals, 
placed under the conditions proper to the particular type of per- 
sonality deviation which they represent, might be made innocuous 
if not actually useful members of society ; while on the other hand, 
many “ first offenders,” apprehended for some relatively trivial in- 
fraction of law, will be found from the psychiatric standpoint 
wholly unfitted to be at large, because they. belong to a group 
completely unfit for conventional social contacts. 

If it is not for the psychiatrist to take an active part in the 
provision of such institutions, he can at least show the community 
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how it may best protect itself. It remains for the general public 
to take the steps necessary to provide the varied facilities which 
will be required to render its delinquent members as little harmful 
as possible. We shall need near-jails on the one hand, and near- 
hospitals on the other, and types of intermediary institutions or- 
ganized to provide the environment needed for selected groups 
of personalities, rather than for specified types of crime. Not the 
nature of the crime itself will be considered, but the nature of the 
individual who committed it, and his further disposal—imprison- 
ment—parole—complete freedom—will be ordered in accordance 
with the possibility of his being harmoniously adjusted to his 
place in society. 

The outlook is always uncertain. It is doubtful if we can ever 


look for much “ correction” or “ reform’ among the delinquents 
who come regularly before the courts under present types of 
procedure. 

3ut in order not to end on too pessimistic a note, | would speak 
one word on a subject which is not included under my title 
juvenile delinquency—and the possibilities which it offers for ef- 
fective psychiatric work. 

It should be kept in mind that although efforts for the reclama- 
tion and rehabilitation of the criminal may always yield doubtful 
results, we have a most promising field in the prevention of de- 
linquency in childhood and during the developmental years; and 
that mental hygiene, behavior problems and the problem of ju- 
venile delinquency should be one of the major aims of our edu- 
cational system. 

I am sure it is not unduly optimistic to hope that clinical psychia- 
tric vision may be translated into measures practicable for schools 
for the supposedly normal child, so that personality deviations may 
be detected before delinquency has time to be manifested. And it 
is most important that conduct deviations and mal-adjustment in 
children, which are frequently the expression of physical, mental, 
and emotional anomalies, should be recognized as such, and given 
prompt and intelligent attention. Only in this way can we hope to 
lessen the menace of delinquency, and afford society the truest 
protection from itself. 


t 
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DISCUSSION. 


Dr. Mortimer M. Raynor (White Plains, N. Y.).—Seventeen years ago 
Dr. Gregory was one of a small group who outlined a broad plan for psy- 
chiatric work in New York City. Psychiatrists were placed in the peniten- 
tiary, at police headquarters, and in the various courts. I was sent to the 
penitentiary. Psychiatrists were under suspicion the minute they arrived on 
the job. For instance it was six weeks before I was permitted to examine a 
prisoner. I was always chaperoned by either the warden or the headkeeper 
when I went into the cell houses. They had a prisoner with a manic psychosis 
with whom they could not cope and had to seek my advice about him. The 
diagnosis was clear and the man was promptly sent to the Dannemora State 
Hospital for the criminal insane. Because the prison authorities were so 
easily and promptly relieved, my position was at once established. I had so 
many prisoners with problems referred to me after that that I could not 
begin to examine them all. 

I recall the same year that a meeting of the Conference on Charities and 
Corrections was held in New York at which the psychiatric attitude toward 
these special problems was discussed. I remember that one speaker dis- 
cussed what we were going to do with bartenders now that prohibition 
was in the offing and whether or not they couldn’t be used as probation 
officers because they understood men. 

The difference in topics discussed today and in 1917 has impressed me very 
much. I think that we have made very great strides in seventeen years. The 
interest in and support of studies into crime and delinquency in their various 
aspects is very encouraging. The establishment of court and prison clinics is 
real progress. Perhaps too much is at present expected of psychiatry but it 
can be looked upon as a measure of community interest in what is being 
done and in what is hoped for. 

I think all of us who work in psychiatry, without regard to the special 
application of it, are optimistic. We feel that we have gone ahead in every 
branch in the last twenty years. I think that we are going ahead in the 
understanding of delinquency and crime also. We have to feel our way; we 
have to create methods; and we have to formulate our problems. At times 
we feel, as Dr. Gregory pointed out, that psychiatry is oversold by enthusiasts. 
3ut if we hold close to the material that careful clinical studies provide us 
with, we shall continue to make progress. 
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A CLINICAL STUDY OF INMATES SENTENCED TO 
SING SING PRISON FOR MURDER 1ST DEGREE.* 
By AMOS T. BAKER, M. D., 


Sing Sing Prison Classification Clinic. 


This is a presentation of facts and observations concerning 50 
inmates of Sing Sing Prison convicted of the crime of murder in 
the first degree, and with the only sentence possible in this state— 
execution. 

Originally it was my intention to report on 100 such cases, but 
this was not possible at this time, so that this report is really a 
preliminary one. The gathering of material for this presentation 
has been attended with some difficulties. I am sure we all agree 
with these inmates when they refer to their situation as “ being in 
a tough spot.” In consequence, their efforts are to make out as good 
cases as possible for themselves, to give as little information as 
possible, which may be damaging ; and often from outside sources 
it is not possible to obtain wholly reliable information. As a matter 
of fact, 30 of these inmates insisted that they were wholly innocent. 
Thirteen others claimed to have no recollection whatever of com- 
mitting the crime. Five insisted that they acted in self-defense, and 
only 2 of the 50 inmates admitted their guilt without any reser- 
vations. 

Statisticians tell us that a greater number of homicides take place 
in this country than in any other civilized country, and that the 
homicide rate is steadily mounting here. In New York State, be- 
tween July 1, 1910, and October 31, 1927, it is reported that there 
were 2513 homicides and the executions amounted to 9 per cent of 
the total. During that period, there were 644 persons placed on 
trial in this state for the crime of murder in the first degree, and of 
these, 320 were acquitted and 324 convicted. 

Sing Sing being the only execution prison in the state, all persons 
convicted of first degree murder are received at this prison. Each 


* Read at the ninetieth annual meeting of The American Psychiatric Asso- 
ciation, New York City, May 28-June 1, 1934. 
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inmate so received is confined in a large comfortable cell, and all 
of his wants are carefully looked after. Each one is permitted to 
have an exercise period twice a day in the open air. No two are 
permitted to exercise together for obvious reasons. They are sup- 
plied with reading matter and writing material. They pass away 
their time reading and writing, listening to radio programs, smok- 
ing, talking to their fellow inmates or to prison officers and visitors, 
or playing cards and checkers through the bars of their cells with 
their neighbors in adjoining cells. It goes without saying that they 
are more carefully guarded than other inmates in the prison. 

For a few days after his admission, the newcomer is quiet and 
usually has very little to say. As he becomes more accustomed to 
his surroundings, his attitude changes and he responds in much the 
same way as the others do. 

It is mandatory that the case of every one convicted of first 
degree murder be reviewed by the Court of Appeals, the highest 
court in this state. This is done about four or five months after the 
inmate’s admission. During these months he is buoyed up with the 
hope that this court will discover some irregularities in the trial 
procedure and will order a new trial. As the time approaches 
for an inmate’s case to be presented to the Court of Appeals, a 
noticeable degree of anxiety begins to show itself. 

If the court’s decision upholds the conviction, the strain under 
which the inmate has been laboring becomes more obvious. This 
change can be detected in his facial appearance, in his manner and 
talk. However, during the six weeks intervening between the time 
of the decision of the Court of Appeals and the carrying into effect 
of the original sentence of death, the inmate is buoyed up somewhat 
by the knowledge that the governor of the state will conduct a 
hearing regarding his case. With the chief executive of the state 
rests then the decision—whether the inmate is to be executed or his 
sentence commuted to a term of life imprisonment. If by chance the 
governor does commute the inmate’s sentence, he shows in every 
way that “a great load” has been lifted from him. There is, how- 
ever, a noticeable degree of nervous reaction even in these cases. If 
the decision is against him, he is of course, downcast, but on the 


whole bears up surprisingly well. It may be that our psychoanalytic 
friends will attribute this reaction to “the criminal’s desire for 
punishment.” 
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The outcome in the 50 cases under consideration was: 
27 inmates, or 54 per cent, were executed. 
23 inmates, or 46 per cent, were not executed. 


In 19 cases the original death sentence was commuted by the governor to 
life imprisonment. 


In 4 cases, or 8 per cent, the inmates were granted new trials by the Court 
of Appeals. 


Of the four granted new trials, one was a minor and was not 
returned to prison, one was released, one pleaded guilty to murder in 
the second degree, and one was re-convicted of murder in the first 
degree after three subsequent trials. In this company of 50 people, 
there were 48 men and 2 women; 41 were white; 7 were negroes ; 
and 2 were of the yellow race. These 50 were involved in 34 homi- 
cides—not 50 homicides. Twenty-nine other individuals were more 
or less involved in these crimes, so records indicated. Of these 29, 
nine were not apprehended, seven were slain at the scene of the 
crime, seven were discharged by courts, three were convicted of 
legrees of crime, one died of disease, one was committed to 
a hospital for the insane, and we have no record of what disposition 
was made of the remaining one. 


lesser ( 


The instruments employed in the commission of these crimes 
were as follows: 28 employed firearms; two used knives; two 
resorted to strangulation ; one was accomplished with fire; and the 
remaining one by poisoning and drowning. 

Of these 34 crimes, 15 took place during robberies or holdups, 
and in three instances, police officers who appeared on the scene 
of the robbery were slain. In three cases, officers were slain in 
attempting to apprehend offenders wanted for crimes previously 
committed. Three slayings took place from motives of jealousy, 
with the perpetrators more or less under the influence of liquor, a 
condition not uncommon with them. Three of the crimes appeared 
to be gangster affairs. Eight other crimes were perpetrated from 
other motives; one had a tinge of chivalry—the victim had pre- 
viously ejected the slayer’s lady friend from a speakeasy. It must 
be admitted, however, that the slayer had served several terms in 
prison previously for crimes of violence. Two killed their former 
employers who had dismissed them. One returning at night to his 
former employer’s apartment to burglarize it, was surprised in the 
act by his former employer., The slaying then followed in a most 
brutal manner. In the other case the killing appeared to be an 
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effort to avenge what the inmate considered an unjust dismissal, 
although other factors also were present in this case. An unusual 
manner of bringing about the death of his victim was employed by 
one of the inmates; he harbored no ill-will whatever against the 
victim who was a casual acquaintance, a derelict. The inmate had 
become infatuated with a young girl and wished to marry her. To 
make it appear that he had perished in a fire, he sent his wife and 
children to the seashore for an outing, then brought his victim to 
the house, encouraged him to drink liquor freely, and when he 
thought the victim was in a stupor from drink, he placed him in his 
own bed, poured oil on him, and applied a torch. He anticipated 
that his victim \ be burned beyond recognition. He expected 
that his wife w: surely think that her husband had accidentally 
met death in this way, would collect the insurance on his life and 
property, mourn for the dead, and feel grateful to him for the in- 
surance he left ; he would then be free to marry the girl. In another 
case, two men were executed for the slaying of their victim in order 
to collect insurance on his life. One of the inmates secured several 
life insurance policies in the victim’s name with the inmate named 
as beneficiary. The victim had an incurable disease and was not ex- 
pected to live long. The insurance was secured by the substitution 
of another man at the physical examination. The slaying of the 
victim was resorted to for two reasons: (1) he lived longer than 
expected ; and (2) the insurance policies provided double indemnity 
in the event of accidental death. 

A simple-minded couple solved the problem of disposing of an 
illegitimate baby by administering poison to it and submerging it 
in a body of water. This infant was the issue of the wife’s affair 
with another man before her marriage. In another case, strangu- 
lation of the victim took place during an attempted sexual assault. 

What were the social backgrounds of these inmates? Beginning 
with family histories, it was found that unmistakable abnormalities 
in near-relatives occurred in 20 cases. There was a history of in- 
sanity in six; excessive alcoholism in three; suicide in one; alco- 
holism, epilepsy, insanity and feeblemindedness in another ; feeble- 
mindedness in one; criminal records in three; alcoholism and 


epilepsy in one; alcoholism and neurosyphilis in one ; neurosyphilis, 
insanity and criminality in one; and prostitution in one. Among 
these cases, there were three illegitimate children ; six only children; 
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one was a twin; 16 were first born; 14 came from broken homes ; 
three were reared by parents whose economic status was above the 
average. In 12, there was a history of severe head injury in child- 
hood. Thirteen presented in their histories, evidence of definite 
retardation in childhood. Thirty-five were born in this country ; six 
in Italy ; three in Poland ; two in Spain; one each in the Philippine 
Islands, Japan, Ireland and Portugal. Of the 50 cases, in only 16 
were parents native-born. 

Regarding educational advantages, one was a college graduate ; 
three had some degree of high school education ; 18 had completed 
the course in a grammar school; 16 had better than a fifth grade 
education ; nine had a fourth grade education or less. 

Thirty were single; 11 were married men with children; four 
were married men without children; one had two wives, one of 
whom was living in a European country ; two had been divorced ; 
one had been living apart from his wife and children; and one 
had previously maintained for a number of years a common-law 
relationship. 

No history of juvenile delinquency was recorded in 39 cases. In 
8 of the 11 remaining, there was a history of commitment to 
institutions for juvenile delinquency; eight had both juvenile de- 
linquency and adult criminal records ; 20 had adult criminal records ; 
six had been previously arrested for possession of dangerous weap- 
ons; five had served reformatory commitments ; eight had served 
penitentiary and workhouse sentences ; and five had served previous 
prison terms; four were habitual major offenders and four had 
previously been habitual petty offenders. 

Seven had acquired skill in some trade; 12 were excessive users 
of alcohol, while five were total abstainers. In only one case was 
there a history of drug addiction. 

The youngest inmate was a boy of 15; the oldest inmate, a man 
of 44. Nineteen were 20 years of age or younger; 35 were under 
30 years of age: 11 were between 30 and 40 years of age; and four 
were over 40. 

Forty-two had negative blood Wassermanns ; eight had four plus 
Wassermanns. 

These 50 inmates were involved in 34 homicides, and in only 
II cases were there no confederates. Fifteen were committed dur- 
ing robberies and in eight other homicides which were perpetrated 
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under other circumstances, two or more individuals participated. 
It is well to remind you here that 16 of these inmates had really 
not taken a life, but on account of the surrounding circumstances 
were legally as guilty as the actual slayer. 

Considering the great increase in recent years of the crime of 
robbery, it is somewhat surprising that proportionately so few 
fatalities have resulted. Robbery is a crime in which a firearm is 
generally a necessary part of the robber’s equipment. I have a 
feeling that the weapon is intended primarily for intimidation and 
is only brought into play when resistance is encountered and particu- 
larly where an officer of the law appears upon the scene. In this 
type of crime, it is not usual to find cases of readily demonstrable 
psychiatric pathology. 

Among the 50 cases, there was but one definitely psychotic. This 
may appear to you to be an astonishingly low percentage but it is 
explainable by the fact that a determination of “ murder in the first 
degree ”’ must always be arrived at after trial. One is not permitted 
to plead guilty to this offense. On account of the importance of the 
issue, safeguards are provided in the way of psychiatric service, 
either by the people or by the defense counsel, so that theoretically, 
no insane person should be received at the prison for execution. It 
might be expected on the other hand that during the months of an 
inmate’s imprisonment awaiting execution, the strain would in 
some cases produce a mental disorder. No such cases were found 
in this series. Furthermore, no inmate attempted to feign a mental 
disorder. The one psychotic case which did occur in this series was 
undoubtedly psychotic at the time of the commission of his crime. 
Testimony to this effect had been introduced at his trial. Ten of 
these cases presented factors of psychiatric interest—displayed 
some degree of abnormality, but not sufficient to absolve them from 
legal responsibility. What shall we term them? Psychopathic 
personalities perhaps. This term is objectionable because it is 
generally employed to include such a variety of conditions that it 
has become more or less meaningless as a descriptive designation. 
Let us say, rather, that they presented evidences of abnormality in 
some particular and then specify: 


Case 1.—Father a religious fanatic; mother a prostitute; inmate a social 
problem since he was old enough to be one—in and out of institutions. 
Noticeably shallow in his affect; indifferent; not readily accessible; praecox 
or schizoid type. 


1935 | AMOS T. BAKER 789 


CasE 2.—A chronic alcoholic; jealousy reactions; strongly suspicious of 
beginning alcoholic psychosis. 


CaseE 3.—An only child; father deserted family shortly after inmate’s birth ; 
reared by indulgent grandparents toward whom he never displayed any 
affection or regard; early in life institutionalized on account of serious 
delinquencies, including the shooting of a companion; developed into an 
habitual criminal; thoroughly anti-social; freely expressed his disgust with 
society ; projected his own shortcomings; placed the blame on institutions 
and society for what he is; has lost all faith in everything and everybody 
including God and the hereafter; a paranoid type. 


Casrt 4.—Parent alcoholic; one sister insane; a brother an epileptic and 
another sister was in an institution for feeble-mindedness; another brother 
has chorea. The inmate is a chronic alcoholic with episodes of violent out- 
burst of temper; an epileptic type. 


Case 5.—Inmate formerly a patient in a prison hospital for the insane; a 
paranoid type with an abnormal fear of the consequences of syphilitic 
infection. 


Case 6.—A chronic criminal with episodes of marked psychomotor activity ; 
a manic-depressive type. 


Case 7.—Reported to have had meningitis in childhood; very easily upset ; 
queer actions, twice disappeared from home giving the impression that he 
had committed suicide. Upon returning home, acted as if nothing unusual 
had transpired; odd action in his cell after he learned that he was to be 
executed. 


Case 8.—An only child; both parents excessively alcoholic; father also a 
neurosyphilitic; inmate a problem since childhood; presented physical evi- 
dences of neurosyphilis ; abnormal vanity ; one of the two who admitted guilt ; 
did not care for a commutation of sentence. 


Case 9.—An illegitimate child; some suspicions that in his youth he had 
encephalitis ; a problem since childhood ; vain, craved notoriety and attention, 
spotlight performer; one of the two who admitted their guilt; did not care 
for a commutation of sentence. 


CAsE 10.—A chronic criminal; pugnacious; several convictions for crimes 
of violence; uncooperative; suspicious; employs a projection mechanism; 
paranoid make-up. 


Four cases were of such low general intelligence as to be termed 
mentally defective. Four others were of low intelligence, com- 
plicated by alcoholism, two of whom displayed rather schizoid 
make-ups. 

One had a history of a severe head injury. His crime was a 
particularly vicious one, suggesting an epileptic condition. One was 
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a neurotic character with feelings of inferiority and fears but with 
insight ; nomadic tendencies. One was a young, excessive user of 
alcohol and a chronic delinquent. One was a drug addict with 
physical signs of neurosyphilis. 

These constitute 23 of the 50, nearly 50 per cent, presenting some 
factors of psychiatric interest. The remaining 27 were normal, or 
from our knowledge of them, not demonstrably abnormal. It is 
conceivable, however, that with opportunities for more prolonged 
and intensive study, a larger or smaller portion might have shown 
factors of psychiatric interest. 

In closing, let me point out some general conclusions that may be 
drawn from this study of the 50 consecutive admissions to Sing 
Sing Prison of inmates convicted of the crime of murder in the 
first degree. I do not wish it to be understood that these conclusions 
are considered in any way final; but they do possess, I believe, a 
certain amount of interest. Furthermore, I realize that these inmates 
could and should be subdivided into smaller groups for the purpose 
of a more precise determination of types. However, from this 
presentation it may be stated that one convicted of murder in the 
first degree and sentenced to prison to be executed is usually a 
young, white male under 30 years of age, born in this country of 
foreign-born parents of the laboring class ; that he possesses a very 
fair degree of intelligence and education; has not acquired skill in 
any trade or profession and is usually unemployed at the time of his 
offense. He is not found to have been a previous problem (not a 
noticeably large proportion were previously charged with juvenile 
delinquency or were adult criminals). He commits his crime in 
association with one or more others. He is in good health with a 
negative blood Wassermann test. He is not psychotic. He does not 
develop a mental disorder or attempt to feign a mental disorder 
during his incarceration awaiting execution. He does not admit his 
guilt. He may present (50 per cent of the cases) some readily 
determined factor of psychiatric interest. When placed upon trial 
he has an even chance of being convicted or not convicted ; and if 
convicted has an even chance of being executed or not being 
executed. Contrary to what might be expected, these inmates do 
not display during their incarceration any marked or unusual degree 
of emotional disturbance. 


WARD PERSONNEL IN MENTAL HOSPITALS.* 
By GEO. H. STEVENSON, M.D., Lonpon, ONnrarto. 


| have been asked by the Committee on Nursing to present for 
your consideration certain problems relating to personnel in our 
mental hospitals. The reasons for this request are—(1) to em- 
phasize the importance of having the best qualified assistants 
possible for the 24-hour, day by day contact with our patients ; (2) 
to invite thought and suggestions as to securing and training such 
personnel ; and (3) because there appear to be varying trends of 
thought as to what constitutes satisfactory ward staff, to ascertain 
if there can be worked out a plan which might utilize the best 
features of these various trends. 

We should perhaps first try to satisfy ourselves as to the nature 
of institutions caring for the mentally deranged. Are they hospitals 
within the real meaning of the word or are they some other type of 
institution? While we have in mind the slow evolution of such 
places through the ages to the humane asylum era of the 19th 
century, which we hope we have now passed, the question may 
fairly be asked if we have evolved to hospitals and if answered in the 
affirmative, are we evolving now to something different? I ask this 
question because it is seriously contended in some quarters that a 
mental hospital is not really a hospital, but rather a teaching center, 
a school, if you will, for the re-training of persons who have fallen 
into faulty behavior patterns, and that a part of the training so given 
shall be, for the successfully re-trained, to prevent the development 
again of such behavior. 

While granting that pedagogy may have an important place in 
our techniques, the same can be said about general hospital practice. 
The diabetic has to be taught urinalysis and food values and dangers. 
The cardiac patient has to be taught the limits of exercise he may 
safely take; the tuberculous patient must be taught good physical 
hygiene, the care of his sputum, and so one might go on to more 


* Read at the ninetieth annual meeting of The American Psychiatric Asso- 
ciation, New York City, May 28-June 1, 1934. 
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severe illnesses and disabilities in which the teaching of the patient 
is an integral part of his treatment. Even so in mental hospitals, 
pedagogy is a part of the larger technique of nursing the patient 
back to normal health again. 

And if one should deny that our patients are really sick as they so 
seldom show gross physical disease, temperature variations or other 
of the more common physical symptoms and signs usually associated 
with severe illness, one has only to point out that there is often more 
physical symptomatology than at first appears, and in addition all 
the patients who come to us are delirious. It is true one has to 
broaden the usual definition of “ delirium” to make this assertion, 
but one does not depart from standard dictionary definitions in 
doing so ; indeed one is brought face to face with delirium in all its 
forms, and with etiologies much more extensive than the usual in- 
fectious diseases which may disturb the mental integrity of the in- 
dividual. One is not perverting truth, but rather amplifying it, when 
he speaks of our patients as suffering from a senile delirium, an 
arteriosclerotic delirium, an alcoholic delirium, a syphilitic delirium, 
a schizophrenic delirium or a manic-depressive delirium. Delirium, 
from whatever cause or causes, must be within the province of the 
medical profession and calls for the most skilled nursing available. 

We feel justified in saying therefore that the nurse in our mental 
hospital should be thoroughly equipped with the ordinary or general 
training so that she may do full justice to all the physical features, 
but in addition should understand more of the workings of the hu- 
man mind, and the influence of environmental and emotional stresses 
in the production of delirious and pre-delirious thought and be- 
havior. And even more than this, she needs to know the possibilities 
of effecting improvement through psychotherapy, and to know the 
part she should be able to play in the treatment scheme. A weighty 
responsibility is hers, and an opportunity which probably surpasses 
that in any other field of nursing. 

I surmise therefore that we are fairly well agreed that we are 
operating hospitals for the treatment of patients suffering from 
various types of delirium and that the ward personnel should be 
essentially the most intelligent and best trained nurse available, with 
training even superior to that received in most of our general 
hospitals, because of the special psychic factors involved. 
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The problem of securing such well-trained nursing personnel is 
one on which there may be considerable divergence of opinion. 

We are in much the same position with regard to personnel that 
the general hospitals were some years ago. They realized that 
poorly trained people, relatively uncultured, were not good enough 
for general hospital patients. We have been realizing this same 
fact for a much shorter period with regard to our delirious patients 
and it is perhaps a fact that in many of our mental hospitals, 
much of the ward personnel is of inferior category even to-day. 
When we began to realize our need, we began training schools, 
at first rather feebly, leading only to a certificate of no particular 
worth outside the hospital; later our training courses attempted 
to cover the same curriculum as general hospitals and finally, with 
affiliate courses in general hospitals, our nurses were permitted 
to qualify for the diploma of registered nurse. It is perhaps true 
that we may have developed an inferiority complex concerning 
these courses, realizing their limitations, especially in certain tech- 
nical fields, a complex which was often shared by the nurse, 
although it cannot be denied that many nurses have been gradu- 
ated from our mental hospital training schools who compared 
favorably with the graduates of the larger general hospitals, and 
were often decidedly better trained than graduates of some smaller 
general hospitals. Most of these graduates remained in the hospital 
as charge nurses, and formed a skeleton graduate nurse staff. It 
is doubtful if many of these have been as well trained in the psycho- 
logical implications of nursing as was desirable, our efforts having 
been concentrated on the attempt to produce a generally trained 
nurse, the equal of the graduate of the general hospital. 

And while we are making confession, might it not be fair to state 
that many hospital superintendents (general as well as mental) 
believe that it is an additional economy to operate a training school, 
student nurses naturally being given a comparatively small mone- 
tary allowance. A training school, properly conducted, probably 
costs as much or more than to staff with graduate nurses. 

Nevertheless, the mental hospital superintendent did the best he 
could under the circumstances. Suitably trained nurses not being 
available elsewhere (the general hospital graduate not having the 
inclination nor the requisite training for our hospital needs) he 
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provided such training as he could, and when the history of nursing 
during the 2oth century is written, this accomplishment will rank 
high. 

The question we ask now in this year 1934 is whether such an 
arrangement is still the best available? 

We might ask first if there is not something anomalous in the 
position of the hospital superintendent who, on the one hand, seeks 
to secure for his patients the best nursing as economically as may 
be possible, and on the other hand, as director of his training school 
for nurses, has a direct obligation to his student nurses to give this 
training as thoroughly and completely as possible. It is difficult for 
him to serve both interests fairly without giving some advantage to 
one or the other. This difficulty is not restricted to mental hospitals, 
and perhaps the time has come when he should serve only the inter- 
ests of his hospital, leaving to some other party or organization the 
responsibility of the training of nurses. This is already being done 
in a small way by some universities, which offer nursing courses 
quite independently of hospital jurisdiction, although naturally 
arrangements are made for bedside work in cooperating hospitals. 

It would appear reasonable that the nursing profession should 
attempt to set standards for its own professional requirements even 
as the medical profession seeks to govern educational prerequisites 
for entrance to its ranks, and also control to some extent at least 
the medical schools and licensing bodies. One might ask the 
question if the time has not definitely passed that any hospital should 
presume to set up a training school for nurses without the per- 
mission, or at least, consultation with the goveraing body of the 
nurses organization. 

With the growth and development of the nursing profession has 
arisen a distinctly educational problem and project. Should the 
training of nurses not be viewed in much the same manner as the 
training of school teachers? Teachers are trained for a public need 
by schools and universities controlled usually or to some extent 
at least by a department of the government, but the teachers 
themselves really decide standards for entrance to such training 
centers, the curriculum content, and the facilities and grading of 
such institutions. Has the time come for the state to assume 
responsibility for nursing education in much the same way as it 
controls teacher training institutions ? 
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This proposition is definitely recommended by Professor Weir 
in his recently completed inquiry into nursing education in Canada 
at the request of the Canadian Medical Association, and the 
Canadian Nursing Association. He regards the training of the 
nurse as essentially an educational venture and on a footing similar 
to that of the training of physicians or the training of school 
teachers. True, the nurse necessarily must have a closer contact with 
the hospital and its patients ; but he deprecates the hospital “ own- 
ing,”’ as it were, its nursing school, in the same way that we would 
deprecate an individual hospital training its physicians or an in- 
dividual municipality or school board training its teachers. 

If we are agreed that nursing is essentially an educational project, 
then we must also assume that the nursing profession should have 
some part, at least, in establishing standards for training schools, 
and should probably have some voice in saying whether or not any 
particular school should or should not train nurses. We have also 
assumed that mental hospitals require the best trained and highest 
type of nurse. Where should we look for the type of nurse we 
desire ? 

Many of us would answer this question by saying that we must 
train such personnel in our mental hospitals as they are not available 
elsewhere and even if they were we would have more confidence in 
those nurses we have trained in our mental hospitals. Such an 
answer, however, is not complete until we ask the further question 
whether any mental hospital has all the facilities, didactic, clinical 
and pedagogical, to produce the fully developed and fully qualified 
nurse. Theoretically it must be admitted that the mental hospital 
training school offers splendid didactic instruction and emphasizes 
the personal and emotional factors in disease and gives fine instruc- 
tion in psychotherapy, matters which are often inadequately taught 
in general hospitals. The general hospital however has the tre- 
mendous advantage of a great variety and abundance of other clini- 
cal instruction. It is true that our mental hospital graduate affiliates 
with a general hospital to make up for this deficiency of instruction, 
but even with the affiliation, is she as well trained as the general 
hospital graduate, who has had an adequate affiliation or post- 
graduate course in a mental hospital? It is a matter of considerable 
doubt if any special hospital, mental, tubercular, orthopedic, etc., 
should operate training schools for nurses even with general 
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hospital affiliation, because of the overemphasis on the specialty 
and inadequate instruction in general nursing. Until such time, how- 
ever, as the general hospital provides its nurses in training with a 
mental hospital affiliation, we shall probably be compelled to operate 
our mental hospital training schools. 

If the nursing profession desires to improve nursing standards 
and place general hospital graduates in mental hospitals, they must 
arrange such affiliations or post-graduate courses because without 
such additional training I take it that we are all agreed that the 
general hospital nurse is of less value in a mental hospital than the 
mental hospital graduate. 

This perhaps points the way to the part the mental hospital can 
play in furthering advance in the type and training of ward person- 
nel. We should be prepared to offer such affiliate or post-graduate 
courses. By so doing we shall have the stimulation that comes to 
any hospital from taking part in an educational program, we shall 
be giving our patients the advantage of nursing care from the best 
trained nurses available, we shall be advancing the status of the 
nursing profession, we shall be relieving overcrowding in the nurs- 
ing profession rather than contributing to it. Because of the im- 
possibility, up to the present, of securing adequately trained general 
hospital nurses and the difficulty of securing sufficient candidates 
in our mental hospital training schools, who would be available on 
graduation, the hospital superintendent has been faced with the 
problem of obtaining suitable ward personnel and has almost in- 
variably been forced to accept a ward staff less well trained than he 
has desired. His own training school usually has graduated only a 
fraction of the total number of nurses actually required, and con- 
sequently he has been compelled to hire untrained and too often 
unsuitable types of persons to provide sufficient numbers for the 
care of his patients. It is perhaps in this situation more than any 
other, that our mental hospitals fail to measure up to an adequate 
standard. In physical equipment, in diagnostic and therapeutic ap- 
pliances, in well-trained medical staff, we need not be ashamed, but 
with our most important hospital facility, ward personnel, with 
whom our patients must be in intimate contact 24 hours daily, and 
on whom rests so much responsibility for the carrying out of heal- 
ing procedures, we have been satisfied with, or at least, have tolerated 
very inferior standards. When one reads annual reports from some 
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of our most outstanding mental hospitals to the effect that only a 
small per cent of the ward personnel are graduate nurses, and the 
balance are without any professional status, we have no reason to 
be proud of our accomplishment in this field. 

To compensate for this recognized deficiency, many superin- 
tendents have insisted that ward attendants receive some training, 
usually 10 to 20 hours, or even a year. This cannot be regarded as 
other than a very inadequate compromise at best. 

In recent years, a still further attempt has been made to meet the 
situation by instituting a two-year course for applicants, who are 
not qualified to undertake the regular nursing courses, leading to the 
diploma of “ psychiatric nurse ” or some similar designation. While 
definitely a better compromise than the trained attendant, it falls far 
short of the actual nursing needs of our patients and is at direct 
variance with accepted standards for professional training inasmuch 
as specialization should follow the general training. An analogy in 
our own profession would be the training of “ psychiatric phy- 
sicians ” or “ tuberculosis physicians,” that is, giving physicians the 
specialty without the general scientific background. The same 
principle applies in the teaching profession, the teaching specialist 
must first have the general training before qualifying for his 
specialty. It would therefore appear that the training of so-called 
“ psychiatric nurses ” is pedagogically unsound, and fails to give our 
patients the care to which they are entitled. 

The economic aspect of securing adequately trained personnel 
may be regarded as an insuperable stumbling block to its accomplish- 
ment. That this difficulty is more apparent than real is shown by an 
actual investigation into comparative costs by Professor Weir, al- 
though we should not attempt to justify a financial economy that 
attempts to secure cheap ward labor in return for some degree of 
nursing education, as has unfortunately been too often the case, 
especially in smaller general hospitals. Graduate nurses by reason 
of their experience and full time on the wards, as contrasted with 
student inexperience and time off for classes, are needed only in the 
proportion of two graduates to three students, and as most student 
nurses receive a fair financial allowance in addition to board, 
quarters, etc., the substitution of graduates for students involves 
little if any actual increase in costs. Compared with a relatively 
untrained attendant staff, the cost of graduate nursing staff is 
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certainly higher, but that should not deter us if the patient’s need is 
our first consideration as it should be, and one might hope a higher 
discharge rate would actually lower the costs of ward personnel 
rather than make for an increase in costs. 

It is of course not contended that every attendant now employed 
should be replaced by a graduate nurse. There would still remain 
many duties, now perhaps performed by nurses, and yet definitely 
not nursing duties, which would be performed by attendants, such 
as ordinary cleaning, kitchen and dining room duties, supervising 
working parties, and taking part in recreational activities, such as 
is done in general hospitals by cleaners, kitchen maids, and ward 
aides. By this more careful allotment of duties, the actual costs 
would not be increased as much as might at first appear. 

Keeping in mind that the great majority of patients who are 
under treatment in mental hospitals are the so-called continued 
treatment type, who require less medical and nursing care than the 
acute recently admitted patients, do we still need the fully trained 
nurse or could not trained attendants or “ psychiatric nurses ”’ give 
all needed care? The answer to this question would appear to be 
that there should be no lowering of standards, that the unrecovered 
cases are simply an indication of our treatment failures, and a 
challenge to our still greater therapeutic and nursing efforts. In 
fairness to the patient as well as in fairness to ourselves only the 
best nursing service should be available. 

In presenting this discussion for your consideration, the writer 
has endeavored to stress the urgent and important aspects of our 
ward personnel problems and while he has attempted to be im- 
personal and objective, he realizes he has not been entirely success- 
ful in so doing. Whether or not the suggestions favored by the writer 
find favor with other hospital administrators, it is hoped that some 
better solution of ward personnel problems can be reached by our 
concentrated and united efforts than we have yet been able to evolve. 
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I. INTRODUCTION AND GENERAL CONSIDERATIONS. 


With the possible exception of heredity, probably no subject in 
mental deficiency has been as popular as size of family. We have 
unthinkingly accepted the propaganda of the alarmist to the effect 
that mental defectives have families of prodigious size, that they 
are flooding society with children who are below par intellectually, 
and that civilization is in grave danger of being overwhelmed by 
them. We cannot dismiss these statements lightly. If they are 
true, then we have been slow indeed in realizing the imminence of 
our peril. Let us study the matter and subject these statements to 
the light of facts. First, let us see whether or not there is anything 
to the theory that families involving mental defect are larger than 
the average in size. Second, let us study the relationship between 
size of family and certain of the characteristics observed in these 
retarded children. Mental defect has been regarded as a fixed 
characteristic not amenable to any but the most powerful environ- 
mental influences. Here is an opportunity to test this thesis. Does 
the size of the family in which the mental defective is born, and 
subsequently lives, have any effect upon his characteristics? If so, 
environment must receive new consideration in our understanding 
of the mentally defective. 

Most of the studies with reference to large size of family have 
been based upon the classical feebleminded families or groups. 
While this material is very important, it does not present the com- 
plete picture of the biological group involving mental deficiency. 
Instances in which both parents are mentally defective (feeble- 
minded)? are rare, and the number of these families is so small 
that their total offspring could never be of great moment in the 
affairs of a nation, whatever the size of the family. Our knowl- 
edge of inheritance tells us that the greater proportion of mental 
defectives are going to be born to carrier or recessive unions rather 
than to unions of frank mental defectives. There are approxi- 
mately six times as many recessives who are parents of mental 


2In this paper the following I. Q. designations apply to the terms used: 
retarded, I. Q. .70-.89; mentally deficient, mentally defective or feebleminded, 
I. Q. 0-.69. 


1935 | NEIL A, DAYTON R01 


defectives as there are parents who are themselves defective.* If 
we wish to know the size of the family for the entire biological 
group in which a mentally deficient child has appeared, we must 
study families in which the parents are not mentally defective as 
well as those in which the parents are mentally defective. Our 
major problem concerns itself with the number of mental defec- 
tives produced by the entire biological group involving mental 
deficiency. 

Before starting any study of size of family, it is necessary to 
determine the degree of completion of the families in question. In 
our present study the mothers were about 41 years of age at the 
time the child was examined. This figure is slightly under the age 
of 45 years, which is taken as implying the completion of the 
family, but covers the ages showing the highest fecundity. For 
practical purposes our families may be considered as complete. 

The present paper studies size of family in material offered by 
the examinations of 20,473 retarded children in the public schools 
of Massachusetts over the period 1921-1930, inclusive. These ex- 
aminations were made by the 14 traveling psychiatric school clinics 
operating in this state under the direction of the Department of 
Mental Diseases. In the main, these children were born during 
the years 1909-1918, inclusive. The 20,473 families involved pre- 
sented a crude average size of family of 5.6. This, of course, is 


8 Dayton, N. A.: Research Techniques in Mental Hygiene. Read before 
the International Congress for Mental Hygiene, Washington, D. C., May 5-10, 
1930. Unpublished. 

Considering mental defect as an independent Mendelian unit character and 
involving 2 per cent of the population, we could expect that 14.1 per cent of 
parents of mental defectives would be themselves mentally defective and 85.9 
per cent would be carriers or recessives for the trait, i. ¢., genetic hybrids 
but somatic normals. The newer data on the inheritance of mental defect 
suggest that mental defect cannot be considered as a unit character but 
should be classed among those made up of multiple units. While this fact adds 
to the complexity of the genetic analysis, it does not entirely destroy the 
value of findings of the past in this field. A characteristic made up of multiple 
units will not show a regularity in throw-off in accordance with the Men- 
delian ratio. A greater number and variety of exceptions may be expected 
with the distribution showing a typical bell-shaped curve. However, the great 
mass will cling about the median, and the final results will show a marked 
similarity to our findings in studying the transmission of unit characters. 
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subject to the sampling error * which occurs through the fact that 
the families studied were brought into our sample through the 
medium of the children. Thus, families with a large number of 
children would have a greater opportunity of being brought in 
our sample. A family of eight children, for example, would have 
eight times the chance of being in our sample as a family con- 
taining one child. After correcting for the sampling error, we 
found the size of family to be 3.9 children. Our next step was 
to compare this average with that of families in the general popu- 
lation. In an investigation ® of births in 1,187,000 families it was 
found that the average size of a completed family was 3.6 chil- 
dren. Another communication calculated by slightly different 
methods gives the same figure of 3.6. These samples, of course, 
were taken from the general population of the United States. 
Concerning the nativity of mother, we find that our sample is 
not exactly comparable with studies based upon figures for the 
entire country. The percentage of foreign born in our sample is 
much higher than the same figures for the country as a whole.’ 


4 The probability of a family being caught in any drag-net sample is pro- 
portional to the number of its children. To correct for this the number of 
families falling in each size of family group must be divided by the number 
of children. That is, the number of families in the six-child group must be 
divided by six, families in the seven-child group by seven, etc. The new 
weighted total reduces the results based upon children to a point that they 
measure size of family based upon families. 

5 Burks, B. S.: A Statistical Method for Estimating the Distribution of 
Sizes of Completed Fraternities in a Population Represented by the Random 
Sampling of Individuals. Jour. Amer. Statis. Assoc., 28: 288-304, Dec., 1933. 

6 Dublin, L. I., and Lotka, A. J.: On the True Rate of Natural Increase. 
Jour. Amer. Statis. Assoc., 21: 305-339, Sept., 1925. 

7 Our sample is comprised of 36.5 per cent native born mothers and 63.5 
per cent foreign born. For this analysis we arbitrarily assign 3.3 as an 
average size of completed family for native mothers and 4.3 for foreign born 
mothers. Then in each 100, 36.5 native mothers would produce 120.4 children 
(36.5 X 3.3), and the 63.5 foreign mothers would produce 273.0 children 
(63.5 X 4.3). This gives a total of 393 children born to the group as a whole, 
or an average family size of 3.9. If our sample were made up of the same 
proportions of native and foreign mothers as in the general population, a 
lower average could be expected. From the census figures (1920), out of 
every 100 married women aged 15-44 years (the potential mothers in the 
population), 80.4 per cent were native and 19.6 per cent foreign born. Then 
in each 100 mothers, the native mothers would produce a total of 265.3 
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In the 1920 census for the United States, the married women 
aged 15-44 years were 19.6 per cent foreign born. In this sample 
the mothers of children studied were 63.5 per cent foreign born. 
Clearly, our size of family is based upon a group which has about 
44 per cent more of the foreign born mothers than the country- 
wide samples. This difference takes on significance as we recall 
that the foreign born mothers have, on the average, one child more 
per family than the native born. The excess of foreign born women 
in our sample is providing more of these larger families and ele- 
vating our average to the point that it cannot be compared with 
the country-wide samples.’ Correcting for this factor gives us a 
new average size of family of 3.5 which is more comparable with 
the averages of the country-wide samples. Evidently size of family 
for our group tends to cling rather closely to those of the general 
population (Fig. 1). 

A careful analysis of the foregoing material reveals that size of 
family in the social level involving mental deficiency does not de- 
part greatly from that of the general population. These particu- 
lar families appear to be maintaining themselves in the population, 
but there is no evidence that they are exceeding the general aver- 
ages. When the large families of the few typical “ feebleminded ” 
families are set aside and the social group involving mental de- 
ficiency is studied, we find a figure which practically identifies the 
fecundity of our group with that of the general population. 


children (80.4 X 3.3), and the foreign born mothers a total of 84.2 (19.6 X 
4.3). A total of 349 gives an average of 3.5 which is considerably lower than 
the previous average of 3.9. The new figure of 3.5 for our sample is now 
comparable with the country-wide figures of Burks and Lotka, and demon- 
strates how size of family may be influenced by the composition of the sample 
in specific reference to nativity of mother. 

8 It should not be inferred from this material that foreign born mothers are 
having more mentally defective children than native born mothers in pro- 
portion to the total number of children ever born to each group. Such a 
conclusion is not justified. The foreign born mother has about one more child 
per family than the native born mother. This larger number of children born 
gives them the opportunity of having a greater number of mentally defective 
children. The total number per family may be larger, but the relative pro- 
portions per family are not larger. 
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AVERAGE NUMBER OF CHILDREN EVER BOR. 


BS 3.6 


LO7TK 
MENTAL 


DEFICIENCY POPULATION 


Fic. 1.—Correct average number of children ever born: Families involving 
mental deficiency compared with the general population. 


II. SIZE OF FAMILY AND INTELLIGENCE QUOTIENT OF 
CHILDREN EXAMINED. 

The association between size of family and the average intelli- 
gence quotient of our group of retarded or mentally defective chil- 
dren is the first topic in the analysis of the influence of size of 
family.® Is there any evidence that children coming up for exami- 


® Helpful accessory data are inserted here. Average age at time of exami- 
nation ranged from 6 to 16 years; average 11.8; 66 per cent between 10 and 


14 years of age. Years retarded ranged from 0 to 6; average 2.5, 77 per cent 


four years or more. School grade first failed: first grade 
second grade—12 per cent; third grade—s 
5 per cent. 


retarded two years or more; 52 per cent three years or more; 2 


25 per cent 
-70 per cent; 
5 per cent; fourth grade plus— 
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nation from the smaller families will show higher or lower intelli- 
gences than children from the larger families? 

Fig. 2 gives the average intelligence quotients of children 
born in families of different size. The higher average intelligence 
quotients occur in the children born in the smaller families, while 
the lower averages occur in the children from the larger families. 
The high average of 73.5 occurs in the families of two children, 
and the low average of 68.9 in the family group composed of 10 


i 
4 


Fic. 2.—Size of family and average intelligence quotient of children ex- 
amined. Average intelligence quotient of children from families of one to ten 
plus siblings ever born. 


or more children. These differences are not great, but the size of 
the sample (20,473 families) adds statistical significance to com- 
paratively small differences. 

The consistency of the trend in a sample composed of this num- 
ber of cases rather leads us to believe that we are viewing a fact 
of considerable significance. Its interpretation, of course, is a some- 
what different matter. Any conclusion to the effect that the small 
family produces superior children is unwarranted without a study 
of other factors. Other valuable data follow which may assist us 
in this matter. 
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III. SIZE OF FAMILY AND AVERAGE NUMBER OF CHIL 
DREN, OTHER THAN THE PATIENT, FOUND TO 
BE MENTALLY DEFECTIVE OR RETARI 


In our sample a group of families have presented a retarded or 


mentally defective school child to one of our clinics for examina- 
tion. We would like to know whether or not any other children 
in this family may be affected by the same mental condition. Our 
data give us the number of other children retarded and the num- 
ber of other children mentally defective in each family, exclusive 
of the child examined. These data should tell us whether or not 
mental defect or retardation tends to occur in greater frequency 
in the small or the large families. 

At this point a brief description of our classification is neces- 
sary in order that there may be no confusion. A sibling of the 
child examined has been classified as a mental defective (I. Q. .69 
or less) if he has been so diagnosed by one of our clinics, or if 
reliable information to that effect is available from another source. 
He has been designated as a retardate if he has been examined by 
a clinic and found to have an intelligence quotient of .70-.89 or 
is two or more years retarded in his school work. 

Table A gives the average number of children who were re- 


tarded or mentally defective, exclusive of the patient, in families 


TABLE A 


SIZE OF FAMILY AND AVERAGE NUMBER OF SIBLINGS RETARDED 
AND MENTALLY DEFECTIVE, EXCLUDING PATIENT. 


Siblings ever born.| Total.| Tw: Thr Four Fiv Six Seven.| Eight.| Nine Ten+ 
Retarded... .....] .55 | .12 24 45 49 65 79 85 96 | 1.01 
Mentally 

defective. ..| .35 08 16 18 30 36 45 52 60 80 


Total 


go 20 40 63 79 |I.O! I.24 |1.385 |1.56 1.81 


of specified sizes. In the two-child families an average of .12 other 
children per family were recorded as being retarded. There is a 
gradual increase throughout the various sizes of family to the 


10-child families with an average of 1.01 other children retarded. 
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In the two-child families an average of .08 other children per 
family were found to be mentally defective, and we see a gradual 
increase up to the 10-child families where an average of .80 other 
children per family were found to be mentally defective. 

Table A suggests that there is more retardation and mental 
defect in large families than in the smaller families. However, we 
must remember that our larger families have a greater opportu- 
nity to present a larger number of retardates or mental defectives 
merely because of the fact that a larger number of children were 
born in those families. Theoretically, a family of nine children 
should have twice as much retardation or mental defect in other 
children as a five-child family. Thus, the nine-child family could 
present only eight other children who might be mentally defective 
or retarded, while the five-child family could present only four 
other children retarded or mentally defective. In Table A the nine- 
child families presented an average number of .96 siblings who 
were retarded, while the five-child families presented .49 other 
children who were retarded. Again, the nine-child families pre- 
sented .60 other children who were mentally defective, while the 
five-child families presented .30 other children who were mentally 
defective. We observe that the 2: 1 proportion is carried out almost 
in detail. 

From the above, we may expect our averages to increase with 
the size of family. To correct for this misleading increase it is 
necessary to change our attack. We have been discussing the aver- 
age number of children retarded or mentally defective per family. 
Now we convert our figures to another basis and discuss these 
average numbers in relation to each other child born. In Table A 
the recorded averages for retardation and mental defect apply to 
the other children in the family. Therefore, when we speak about 
retardation or mental defect in a three-child family we really are 
referring to the existence of these conditions in the two children 
other than the patient. To correct this situation we must subtract 
one child (the patient) from the total number of children ever 
born in each size of family, and then divide the figures of Table A 
by the resulting number. For instance, in the two-child families 
the child examined (the patient) makes up one-half of the family 
and, consequently, the figures for retardation and mental defect 
in siblings can apply only to one child, the one remaining. In the 
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five-child families the recorded averages for retardation and mental 
defect as shown in Table A apply to the four siblings of the patient. 
Therefore, we divide the figures for this group by four. In the 
eight-child families we divide by seven. In each family we divide 
by the specified size of family minus one child (the child ex- 
amined). This gives us an approximate average number of other 
children retarded or mentally defective per other child born, for 
each size of family (Table B and Fig. 3). 


AVERAGE NUMBER PER OTHER SIBLING 
RETARDED 
DEFECTIVE 


As 
oh 


08 
.07| |.07| |.07)| |.07| |.0 


2 4 5 6©@ BG 
SIBLINGS EVER BORN 


Fic. 3.—Size of family and average number of children (excluding the patient ) 
found to be retarded or mentally defective per other child born. 


Considering a general average for all families, we see that ap- 
proximately .125 of the other children in each size of family are 
retarded (I. Q. .70-.89) for each other child born in the family. 
In addition, approximately .075 of the other children in the family 
are mentally defective (I. Q. 0-.69). The retardates occur more 
often than mental defectives in a 5:3 ratio (1.25:.075). Con- 
sidering both groups together, we find that an average of .20 of 
the other children are either retarded or mentally defective (1. Q. 
o-.89). There is a remarkable consistency in the average for 
retardation and mental defect per other child born throughout all 
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of the families of various size. The size of family seems to have 
little or no association with the retardation or mental defect in 
siblings. Approximately the same proportions of these two factors 
appear in siblings in families of any size, small or large. 

The ratio in other children affected is not explained by the same 
proportion of five retardates to three mental defectives in the 
original children examined. The original examinations constitut- 
ing this particular study are approximately one-half mental defec- 
tives and one-half retardates. 


TABLE B. 


CHILDREN EVER BORN AND AVERAGE NUMBER OF SIBLINGS 
(EXCLUDING PATIENT) RETARDED OR MENTALLY 
DEFECTIVE, PER OTHER CHILD Born. 


Number of children ever born. 


Mental status of | 
siblings (excluding 

| 


patient). 5 | 3 | 4 | 5 6 7 8 | 9 | 10+ 
Retarded | 120 -120 |.150 |.122 |.130 |.131 |.121 |.120 |.112 
Mentally defective..|.080 |.080 |.060 |.075 |.075 |.075 |.075 |.075 |.088 
.200 |.210 | 197 |.202 |.206 200 


In both Tables A and B, retardation in siblings occurs much 
more frequently than actual mental defect. From the viewpoint of 
genetics it is encouraging to observe this result. Here we observe 
a tendency for families to present, not a series of mental defec- 
tives, but rather a mixture of mental defectives, children of higher 
grade (the retardates) and normals. There are three chances that 
other children born in these families will be mentally defective, 
five chances that they will be retarded, and 32 chances that they 
will be average or normal. 

These findings are subject to certain qualifications and should 
not be applied to a single family. A large group of families involv- 
ing mentally defective and retarded children would probably present 
somewhat similar findings, but the possibilities for variation in a 
single family are tremendous. To preserve a comparison between 
our results and other studies, defective or retarded children draw- 
ing the families into the sample should be about 12 years of age. 
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This is necessary because of the differential mortality between nor- 
mals and mental defectives. Mortality in mental defect is two, 
three or four times that of normal children of the same ages.’® 
These results will be very conservative for the reason that a greater 
proportion of the defective children have died and have left a larger 
proportion of normals. When we examine our children at 12 years 
of age and study the mental condition of the siblings, we are con- 
fined to the living mental defectives and the living normals. Rela- 


1 


tively more of the mentally defective siblings will have died. Our 
results, therefore, will show fewer mental defectives and more 
normals than these groups would show at birth. 

The averages as outlined in Table B may seem a little difficult 
to the reader, as it is quite obvious that in no family could we have 
a total of twenty-hundredths of a child retarded or mentally defec- 
tive. Let us simplify. To give this a practical application these 
averages would have to be applied to a large number of families. 
For instance, let us take a group of two-child families. If one child 
was found to be retarded or mentally defective in these families, 
then in one family out of five we could expect the other child to 
be retarded or mentally defective. The remaining four families 
would have but a single child, the patient, retarded or defective, 
and the other child would be normal. In the families of three chil- 
dren, two out of five families would show either a retarded or 
mentally defective child among the other children in addition to the 
patient. In the five-sibling families four out of every five families 
would show one other child who is either retarded or mentally 
defective. When we come to the nine-child families, approximately 
one-half will show one other child in the family who is retarded 
or mentally defective. The other half of these families will have 
two other children so affected. These estimates are based on the 
average expectation. In an actual distribution we would find occa- 
sional families who would show all of the children retarded, all 

] 


mentally defective, or mixed, 


in differing proportions. 


10 Dayton, N. A., Doering, C. R., Hilferty, M. M., Maher, H. C., and 


Dolan, H.: Mortality and Expectation of Life in Mental Deficiency in 
Massachusetts: Analysis of the Fourteen-Year Period 1917-1930. N. E. Jour. 
Med., 206: 555-570, March 17, 1932, and 206: 616-631, March 24, 1932. 
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The consistency of these results does much to return our interest 
to the inheritance of mental defect. Can extrinsic factors such as 
birth injuries, accidents or illnesses explain or account for the 
mathematical precision of these findings ? 


IV. SIZE OF FAMILY AND AVERAGE GRADE ACCOMPLISH- 
MENT IN READING, LANGUAGE AND ARITHMETIC 
OF CHILDREN EXAMINED. 


A very valuable section of the Fernald Ten-Point Scale examina- 
tion is known as the “ School Test.’’ This test has no relation to 
mental age, but registers the actual accomplishment of the child 
in his various school subjects. To keep the present communica- 
tion within reasonable bounds, it has been necessary to arbitrarily 
condense this section. Therefore, we have selected the school sub- 
jects of reading, language and arithmetic as representing different 
mental processes. Fig. 4 and Table C present the average grade 
accomplishment in these subjects. The highest standing occurs in 
language, an average of 3.49, or an accomplishment equivalent to 
the requirements of the middle of the third grade. In arithmetic 
they made the second highest standing, an average of 3.22. In 
reading they made the poorest showing with an average of 3.15. 
The latter finding is rather unusual as we would not expect the 
retarded or mentally defective child to show a greater accomplish- 
ment in language or arithmetic than in reading. 

Fig. 4 and Table C show that each of the subjects presents 
a different trend. The curve for school accomplishment in lan- 
guage is U-shaped with high accomplishment in small families, 
lower accomplishment in the medium-sized families, and again 
higher accomplishment in the larger families, particularly those 
of eight and nine children.‘ The accomplishment in arithmetic 
shows a rather different distribution with the least accomplishment 
in the small families and much higher accomplishment in the larger 
families. In reading we get a trend similar to that shown in 
Fig. 2 on the average intelligence quotient. Here we have a 


11 The group “10 plus children” includes families with 10, 11, 12, 13, 14, 
15, 16 and 17 children. This obvious mixture and the small numbers involved 
make it rather difficult to discuss the observed findings. We may expect this 
group to show more variability and tendency to depart from the trend. 
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Fic. 4.—Size of family and average grade accomplishment 


reading and arithmetic. Average grade accomplishment in famil 


to ten plus siblings ever born. 
TABLE ( 


SIZE OF FAMILY AND AVERAGE GRADE ACCOMPLISHMENT IN 
LANGUAGE, READING AND ARITHMETIC 


Siblings ever born. | Total.| One. | Two.| Three.| Four.| Five.| Six. | Seven.| Eight 


Language. 3- 49/3. 54/348] 3.46] 3.48 
Reading. . 3.06] 3.03 
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high average grade accomplishment in the smaller families, a grad- 
ual decrease as the size of family increases, and the lowest average 
accomplishment in the largest families. 

Apparently reading is more accurately tested by the examina- 
tion assigned to determine mental age than are either of the other 
two grade subjects. There is practically a merging of the curves 
for reading and I. Q. distribution (compare Figs. 2 and 4). 
Language shows a tendency to follow the I. Q. curve in families 
from one to five siblings. Then it departs radically by turning 
upward when the I. Q. curve continues downward. The curve for 
accomplishment in arithmetic shows an almost total disagreement 
with the intelligence quotient curve. Either the size of family has 
something to do with the improved accomplishment in arithmetic, 
or the tests for the determination of mental age do not accurately 
test the child’s accomplishment in the processes of calculation. 

These results open up a realm of unexplored possibilities. For 
instance, ].Q. may decrease with size of family, but the various 
sizes of family may be correlated with different types of thinking. 
Children of small families may do well in language and reading, 
but those from larger families make a better showing in the men- 
tal processes involved in arithmetic. The better readers apparently 
come from the smaller families. Linguists may come from either 
very small or very large families but not families of medium size. 
In turn, the mathematicians may occur more frequently in larger 
families. This portion of our material has shown us definitely that 
the relationship between size of family and school accomplishment 
may vary widely in different subjects. 


V. SIZE OF FAMILY AND AVERAGE NUMBER OF PHYSICAL 
DEFECTS OBSERVED IN CHILDREN EXAMINED. 


In previous communications '* the writer has drawn attention 


to the fact that there is a correlation between low intelligence and 
a high average number of physical defects. In the present study 


12 Dayton, N. A.: Correlation between Intelligence and Physical Condition 
in 14,176 Retarded School Children. Med. Jour. and Record, 132: Sept. 3, 
1930. 

Dayton, N. A.: The Relationship between Physical Defects and Intel- 
ligence. N. E. Jour. Med., 201: 245-259, Aug. 8, 1929. 
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we wish to ascertain which size of family produces children near 


est normal from the physical standpoint. In our physical exami 
nation of these retarded children we have recorded all departures 


from the normal, placing the various defects under the following 


Fic. 5.—Size of family and average number of phy 


IgE sical defects per child 
examined. Average number of physical defects in f 


xar amilies of one to ten plus 
siblings ever born. 


systems: respiratory, circulatory, skeletal, neurological, gastro-in- 
testinal, endocrine, genito-urinary, special sense, ill-defined physi- 
cal defect, stigmata, and others. There is some duplication here, as 
it was possible for a child to have two defects recorded under the 
same system. Certain children had no defects recorded, while 
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others had five or six. However, we determined the average num- 
ber of defects for all children within each specific size of family 
group. 

Fig. 5 shows the average number of physical defects in the 
children coming from families of various size. The 20,473 children 
of this study considered as a group showed an average number of 
1.94 physical defects per child. The low average of 1.81 physical 
defects occurs in the families of two children, and the high of 
2.09 defects is observed in the 10 plus children group. There is a 
steady upward trend and an apparent association between a large 
number of physical defects and larger families. In other words, 
the smaller families evidently produce children who are not found 
to be as defective physically as those born in the larger families. 
The observed trend indicates only an association. We cannot infer 
that physical defects in offspring are caused by, or result from, a 
large number of births. 


VI. SIZE OF FAMILY AND ENVIRONMENTAL STATUS OF 
HOMES OF CHILDREN EXAMINED. 

In testing that part of the environment of our children which is 
supplied by size of the family, we must not neglect to test other 
environmental factors. At this point we turn to the home and 
neighborhood itself. In our classification of environment we have 
condensed and given a single combined rating for three specific 
aspects: (1) persons within the home, (2) the physical aspects of 
the home itself, and (3) the neighborhood. This single rating is 
classified as “ good,” “ average,” or “ poor.” Cases falling in the 
“average” classification amounted to about 42 per cent, and did 
not show great variations in the different sizes of family. Conse- 
quently, Fig. 6 presents only the percentage of families of 
various size falling within the two classifications “ good” and 
“ poor.” 

In Fig. 6 and Table D we see two sets of results which present 
a rather remarkable contrast. In the smaller families high propor- 
tions of “ good ” environment are observed and in the large families 
much lower proportions. We note that 43 per cent of the one- 
“good” environment. There is then a 
gradual decrease as the families grow larger until the low point 
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amined. Environment in famil 


SIZE OF FAMILY AND Homi 


| Total. | One Two. | Thr 
Good..... | 27.92] 43.56] 41.76] 34.86 
Average. 42.51| 39 98| 41.16) 43.18 
29.57] 16.46] 17.08) 21.96 
Total. . .|}100.00}100 00| 100 00/100 .00 


onmental status of homes of children ex- 
ies of one to ten plus siblings ever born. 


ENVIRONMENT: PERCENTAGES 


ve Six Se Eight.) Nine Ten-4 

32.04) 25.87) 24.63] 23.02) 18.66) 20.58 
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of 18 per cent is reached in the nine-child families. In the group 
designated as “ poor” environment the lowest percentage, that of 
16, is observed in the one-child families. The percentages go higher 
as the size of family increases, until the high point of 39 per cent 
is reached in the nine-child families. There is a striking associa- 
tion here between size of family and home environment. 

If we refer to Table D and add the percentages for both “ good ”’ 
and ‘‘ average” environment, we find that 83 per cent of the one- 
child families provide either a “ good” or “average” environ- 
ment for the children. In the four-child families this has shrunk 
to 74 per cent and in the six-child families it is 67 per cent. In 
the nine-child families it is down to 61 per cent. An unexpected 
proportion of these families are providing a “ good” or “ aver- 
age’ home environment. Altogether, 70 per cent of the homes of 
these children fell in either the 


good” or “average” classifica- 
tion, leaving approximately 30 per cent with a “poor” home 
environment. 

In another study (unpublished) based upon 3237 admissions to 
the Wrentham State School, it was found that 48 per cent of the 
homes were designated as “ poor” in environment. But 30 per 
cent of our school clinic cases fell in this group. Apparently there 
is some social distinction between the group sending mental defec- 
tives to the Wrentham State School and the families of the present 
study. 

If we refer back to the relationship between size of family and 
average intelligence quotient (Fig. 2), we see that the curve 
for the average I. Q.’s corresponds very closely to the curve for 
“ good” environment. Thus, in small families we see high propor- 
tions of “ good ” environment, and also the highest I. Q.’s. 

VII. SIZE OF FAMILY AND OCCURRENCE OF TRUANCY 

IN CHILDREN EXAMINED. 

There are many reasons why these retarded and mentally defec- 
tive children should be truants. We know that they have been 
denied the same degree of accomplishment as their more intelli- 
gent schoolmates. In addition, they rarely encounter any real 
understanding in school, and usually find themselves left out of the 
school and playground activities. In general, they see little in the 
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school curriculum which means anything other than hard work 
and almost continuous unpleasantness, and it seems quite logical 
that they should make up a large per cent of the cases recorded 
as chronic truants. 

In Table E, 2.8 per cent of our group of retardates and mental 
defectives are classed as “ repeatedly a truant,” and 2.1 per cent 
as “rarely a truant.’’ Of the entire group of 20,473 cases, a total 
of 4.9 per cent have had truancy recorded against them. Less 
than one in 20 are ever truant. Study of the attendance records 


for the state of Massachusetts in the school year 1933 showed an 


attendance of 94 per cent. In other words, 6 per cent of absences 


for various reasons occurred during a single year. Our total per- 


TABLE E 


SIZE OF FAMILY AND OCCURRENCE OF TRUANCY: PERCENTAGES 


Siblings 


| 
Total.} One. | Tw Three.| Four Five Six Seven.| Eight.) Nine. |Ten-+. 
ever born. 
Nota | 
truant.. 04 98} 95.30] 96.25!) 95.97) 95.28) 94.190] 94.83) 94.65) 93.31) 93.24] 95.81 
Rarely | 
truant.. 2.13} 2.18 ¢ 1.77 30 4 1.9 I 2 07 4 1.79 
Repeatedly | 
atruant.| 2.89) 2.52 2.06 2. 26 2.42 3.41 3.21 3.4 5.¢ 4.3¢ 2.40 
| — 
Total. . 100 


| 
centage of 4.9 per cent is based on an observation period of ap- 
proximately six years of school life, and is equivalent to .8 per 
cent for a single year. In regard to truancy, it is most conserva- 
tive to say that our retardates make a very favorable showing 
when compared with the general run of school children. 

Fig. 7 and Table E tell us that truancy occurs to a less ex- 
tent in small than in large families. This applies to both groups, 
“repeatedly a truant” and “rarely a truant.” This finding is 
rather surprising. In the small family there is usually more interest 
in the progress of individual children. In the large families the 
parents are usually so occupied in caring for the needs of the many 
that the lack of accomplishment in any one child does not create 
such a disturbance. On the whole, the retarded child in the large 


family probably does not have his shortcomings brought to his 
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attention as often as the child in the smaller family. Therefore, 
it might seem reasonable to expect that truancy would occur more 
frequently in the small families than in the large. However, exactly 
the opposite is true. 


| PERCENT 


REPEATEOLY A TRUANT 
O----O| / 
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Fic. 7—Size of family and occurrence of truancy in children examined. 
Percentage occurrence of truancy in families of one to ten plus siblings ever 
born. 


VIII. SIZE OF FAMILY AND OCCURRENCE OF CERTAIN 
CONDUCT PROBLEMS IN CHILDREN EXAMINED. 

In this section the relationship between size of family and the 
occurrence of certain conduct problems found in the children ex- 
amined, is outlined. Because of the many mental and physical 
handicaps of the mentally deficient, we might expect many types 
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of unusual behavior. We know that they are deprived of the nor- 
mal satisfaction of successful competition with their schoolmates 
in the schoolroom and on the playground. It would not be strange, 
then, if these children should take refuge in conduct calculated to 


bring them the missing satisfaction 
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Fic. 8.—Size of family and occurrence of certain conduct problems in chil- 
dren examined. Conduct of children from families of one to ten plus siblings 
born. 


Fig. 8 and Table F present our findings on five different 


conduct factors. Sixty-one per cent or three out of five of these 
children presented conduct which was essentially normal. Twenty- 


six per cent were reported under the heading of “ lying”; 5.9 per 
cent under 


‘ 


‘stealing’; 2.6 per cent as “ delinquent ”’; and 2.5 per 


cent as presenting “ sex difficulties.” 
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The relationship between size of family and these various con- 
duct problems is more easily observed by consulting Fig. 8. 
In the group “ normal conduct ” the high point of occurrence is in 
the one-child families with 63.5 per cent, and the low point in the 
10 plus families with 59.6 per cent. The difference of 3.9 per cent 
between the high and low point is rather small. 

“Lying ” is second in order of importance, and the lowest pro- 
portions (22.2 per cent) are shown in the one-child families. There 
is a marked jump to 26.6 per cent in the three-child families, and 
1 more gradual increase to the high of 28.2 per cent in the 1o plus 


TABLE F. 


SIZE OF FAMILY AND OCCURRENCE OF CERTAIN CONDUCT 
PROBLEMS IN CHILDREN EXAMINED: PERCENTAGES. 


| Number of children ever born. 


problems. | | | | | 
| Total.| One. oF Two. | Three.| Four. | Five. Six. Focal Eight.) Nine. |Ten+. 
Normal | | | 
conduct.| 61.58] 63.50] 63.26) 61.45| 62.81] 60.98] 51 52) 62 82| 59.85] 62.05| 59.65 
Lying. 26.11] 22.26] 24.43] 26 68) 26.12] 26.54] 25 52] 25 80] 27.80] 26.42] 28.23 
Stealing 5 93| 7.01] §.91 6.32] 5.23) 5.97] 5 93] 6 r2| 6 r1| 4.99} 5.49 
Sex 2.58) 4 18) 3.32| 2.61 2 86) 2.35} 2 48) 3.231 32 1.55| 2.17 
Delin- | 
quency. 2.64 2.26 2.34 3.223 2.01; 2.94) 3 22) 1.86) 2.80) 3 53) 2.65 
Others | x 16| 79 74 72| 97| 1.22] 1 33) 12.17] 1 sal I 46| 1.81 
| | | | | 
Total 100 .00|/100.00/ 100. 00/100 .00/100 00/100 100.00} 100.00) 100.00 
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group. The difference between the low and high points is 6 per 
cent. Children from the larger families appear to develop larger 
proportions of the trait of “lying.” 

“ Stealing” occupies third position, with 5.9 per cent of all 
cases examined. The high point of 7.0 per cent occurs in the one- 
child families, and the low of 4.9 per cent in the nine-child fami- 
lies. The steady downward trend suggests an association between 
this trait and the smaller families. 

‘Delinquency ** comes next in order, involving 2.6 per cent of 
cases. This conduct problem carries rather serious implications and 
we are particularly interested in the findings. Fig. 8 indi- 
cates that the association between size of family and delinquency 


} 
} 


822 SIZE OF FAMILY AND MENTAL DEFICIENCY [ Jan. 


is of no great moment for the first four size of family groups. 
Then we see a rather sharp jump to higher levels but with marked 
variability. Here, of course, we are dealing with smaller numbers 
of cases, and the opportunity for chance variation is far greater. 
In contrast to this, the greatest variations in the trait “lying ”’ 
occurred in the first three family groups. In “ delinquency ” the 
proportions remain about the same until we reach the five-sibling 
families. 

The last group is that of “ sex offenses.” Here we have a group 
which involves but 2.5 per cent of the entire number of cases, or 
one child in 40. The high point of 4.1 per cent occurs in the one- 
child families, and the low point of 1.5 per cent in the nine-child 
families. The two highest percentages are in the one- and two- 
child families with a rather sharp drop to the three-child families. 
From this point on the curve is rather flat, suggesting that sex 
difficulties are not of such prominence in families of three or more 
children. While we are dealing with small numbers of cases in 
this group also, the difference of 2.6 per cent is rather large, and 
the results present a rather definite downward trend. 

[In looking over the trends as outlined in Fig. 8, we note that 
the small families show higher proportions of ‘‘ normal conduct,” 
“stealing” and “sex offenses.” On the other hand, the larger 
families have higher proportions of “lying” and “ delinquency.”’ 

Our cases do not present unusual proportions of any of these 
conduct problems, most of them (61 per cent) presenting “ nor- 
mal” conduct or conduct which would come within the normal or 
average range. “ Lying” is the only trait which presents propor- 
tions of any size, 26 per cent, or approximately one child in four. 
Only one child in 40 shows “ sex offenses ” or “ delinquency.” In 
these school retardates, individual conduct problems are much less 
of a factor, and the proportions are much smaller than among our 
state school children. This suggests that there is no necessary cor- 
relation between mental deficiency per se and conduct disturbance. 
That is, the public school mental deficients coming from families 


of a higher social level do not show as high a proportion of con- 


duct disturbance as state school mental defectives. 
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IX. SIZE OF FAMILY AND PERSONALITY TRAITS OF 
CHILDREN EXAMINED. 

In the past the relationship between personality and mental defi- 
ciency has been rather neglected. It has been assumed that the 
intellectual subnormality of the deficient child precluded any possi- 
bility of his developing the finer mental reactions or demonstrat- 
ing abnormal presonality variations. The general belief has been 
that the child’s personality suffered in the same proportion as his 
intelligence. The present material provides an excellent opportu- 
nity to study this matter. 

To the casual observer all mental defectives are alike, but to 
one who has had the opportunity for personal contact they prove 
surprisingly different. They present nearly the same individual 
differences in personality that we see in normal people. Every state 
school has its politically-minded, hand-shaking, back-slapping extro- 
verts demonstrating the characteristics of similar individuals in the 
outside world. Both boys and girls range from this type to the 
apathetic and seclusive introverts who withdraw from the sur- 
rounding world and live within themselves. Intelligence may influ- 
ence the degree and quality of expression of the personality, but 
it is not necessary to its existence. 

Table G and Figs. 9 and 10 outline the relationship between 
size of family and the occurrence of certain personality traits. In 
outlining this study we did not arbitrarily decide upon a list of 
specific traits but analyzed several hundred records in an attempt 
to find the traits which had been reported most frequently. Our 
grouping might not prove entirely satisfactory if we were dealing 
with normal children. However, we may be quite sure that the 
selected traits do apply to the retarded children examined. If there 
are apparent omissions, it is because other traits did not occur to 
any appreciable extent. To simplify, we have divided the traits 
into two groups: (1) those which occur in larger proportions in 
the larger families (Fig. 9); and (2) those which occur in 
larger proportions in the smaller families (Fig. 10). 

In Table G and Fig. 9 two favorable character traits are 
listed, and both show an association with larger families. These 
are “ obedient” and “ social.” Apparently the unfavorable traits 
showing an association with the larger families are the less serious 
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ones and do not necessarily suggest a serious or pathological trend 
in the developing personality. Fig. 9 shows that 20 per cent 
of all cases examined were “ obedient.” The lowest figure of 19 
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Fic. 9.—Size of family and the occurrence of certain personality traits 
tending to show an association with larger families. Traits in children from 
families of one to ten plus siblings born. 


per cent occurs in the one-child families, while the highest per- 


centage of 21.2 occurs in the families with 10 or more siblings. 

The difference between the low and the high point is not large. 
Seventeen per cent of cases were reported as “ social”; that is, 

of a social nature and successful in their ordinary school, play- 
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ground and home adjustments. This is an unexpected finding and, 
added to the high proportion for “ obedient,” gives us a new pic- 
ture of the public school mental defective. This attribute shows 
a downward trend at first, and then moves steadily upward as the 
size of family increases. The low point of 16.6 per cent is seen 
in the three-child families, and the high point of 19.2 per cent in 
the families with 1o or more children. The small difference of less 
than 3 per cent between the low and the high point warns us to 
use caution in drawing conclusions. 


TABLE G. 


SIZE OF FAMILY AND OCCURRENCE OF PERSONALITY TRAITS 
IN CHILDREN EXAMINED: PERCENTAGES. 


Families of one to ten+ children ever born. 


Emotionally | 


Traits 
Total.| One. Two. | Three.| Four. | Five. Six. | Seven.) Eight.} Nine. |Ten +. 
| 
Obedient 20.15) 19.08} 20.13) 19.66] 20.38] 20.63] 20 21) 20.52) 19.52] 20.40) 21.22 
| 
Social 17.71| 16.98] 16.76) 16.60] 17.00, 17.24] 18.36] 18.30] 17.90] 17.98] 19.28 


unstable.| 16.47) 19.63] 18.02] 17.29] 16.56) 16.81) 15.73] 15.93) 16.31] 14.88) 14.76 
Stubborn. .| 12.13] 11.38) 11.2 12.42| 12.11] 11.94) 12.09] 12.35) 11.89] 12.51] 12.73 
| | | | 
Suggestible| 11.11] 10.09] 10.18! 11.29] 11.45| 10.78] 10.53} 11.86) 12.36] 12.23) 9.55 


Quarrelso:e 7.87 5.78} 7.80) 7.16) 7.64) 7.63) 8 51| 8 20} 8.17) 8.76) 8.53 
Seclusive 6.91) 7.08} 6.78) 7.38) 7.30) 7.72) 7.13] §.31| 7.16) 6.07) 6.67 
Selfish 2.94 3.70) 2.67 3.07; 2.76) 3.16) 2 81| 3.01 2.371 32.7% 
Egotistical.| 2.22) 2.83 3.18] 2.14] 2.00 2.08} 2 ss| 2.04, 1.590) 2.1 2.33 
Over-af- | | | | | 

fectionate 1.52 2.65 2.21; 1.78 1.67 2.29 14) 1.46) 1.02 
Others 97 80 1.03 1.01 82 I 11] I 14| .95| 1.19 1.20 

Total 100.00/100 00| 100 00/100 .00/100 00/100 .00) 100 00/100 
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Twelve per cent of our school clinic children were classified as 
stubborn or resentful of authority.”” We have been led to believe 
that this trait was very common among mentally deficient children. 
The low point of 11.2 per cent is observed in the two-child families, 
while the high point of 12.7 per cent is observed in the families 
with ro or more children. The difference between the low and the 
high point is small. There is a sharp break here between the figures 
for one and two-child families as contrasted with the larger fami- 
lies. Three or more children are associated with higher proportions 
of stubbornness. 
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Eleven per cent of all cases examined were reported as “ sug- 
gestible.” This particular trait has been given a prominent place 
in all discussions relative to mental deficiency. The general assump- 
tion has been that mentally defective children act almost immedi- 
ately upon external stimuli, either good or bad, without subjecting 
the suggestion to any but a most limited reasoning process. How- 
ever, this factor of suggestibility does not seem to be outstanding 
among our school clinic cases as 89 per cent were recorded as not 
possessing the trait. In Fig. 9 there is a decided upward trend 
with more suggestibility occurring in the larger families. The 
10 plus families present the low point. However, this group 
presents small numbers, a combination of families of different size, 
and the possibility of chance variation is large. The trend in the 
other nine groups is upward, and suggests that there is less sug- 
gestibility among children of small families. 

Seven per cent of the children examined were recorded as “ quar- 
relsome or ill-tempered.’ This is another trait which has been 
frequently associated with mental defect. The child who is de- 
prived of the normal compensation of success in school work and 
in play activities might well be expected to react with a temper 
outburst and attempt to make use of it as a compensatory mecha- 
nism. However, but 7 per cent of children were reported as having 
this difficulty. The result is a little more striking when we reverse 
it and say that 93 per cent were not reported as being quarrelsome 
or ill-tempered. There is a steady upward trend in the various 
size of family groups from the low of 5.7 per cent in the one-child 
families to the high of 8.7 per cent in the nine-child families. 
Again we notice the rather sharp break between the results for the 
one-child families and the results for the families of two or more 
children. Apparently the presence of even one other child in the 
family increases the tendency to quarrelsomeness nearly 50 per cent. 

Fig. Io presents information on the personality traits which 
show an association with smaller families. We find an entirely 
different group of characteristics in this second section. Those 
outlined in Fig. 9 might be associated with any group of chil- 
dren. The group outlined in Fig. 10 present more serious impli- 


cations, though the actual numbers involved are not as large. Here 
we have such traits as “ emotionally unstable,” ‘“ seclusive,” “‘ self- 
egotistical ” and 


** over-affectionate.”’ 
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Sixteen per cent of our children were recorded as “ emotionally 
unstable.” Ordinarily, one tends to associate this characteristic 
only with higher grades of intelligence. In mental diseases, insta- 
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Fic. 10.—Size of family and the occurrence of certain personality traits 
tending to show an association with smaller families. Traits in children from 
families of one to ten plus siblings born. 


bility in the emotional field is a very prominent symptom, particu- 
larly in the schizophrenic group, and predicates a disorganization 
of the higher association centers. The fact that we find this dis- 
order prevalent among mental defectives is almost sufficient to 
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make us revise our previous impressions of the processes in cerebra- 
tion taking place in this class of case. Emotional instability in the 
mental defective connotes an integration of emotional and mental 
processes which would appear to be beyond his intellectual develop- 


ment. The mere presence of this symptom in such large propor- 
tions would suggest that there is little association between emo- 
tional development and intellectual development, and points to the 
apparent independence of the two conditions. The high point of 
19.6 per cent is in the one-child families, while the low point of 
14.7 per cent occurs in the families having 10 or more children. 
The difference of over 5 per cent is the largest which we have seen 
in any of the traits, and suggests that emotional instability is rather 
definitely associated with smaller sizes of family. 

The next characteristic in order of importance is “ seclusive,” 
with 6 per cent. Here we have a trait which is usually inherent to 
the introvert type of individual. The ability to dwell with the 
inner rather than the outer aspects of life is rarely associated with 
individuals of low intelligence. However, one out of 14 of our 
mentally defective and retarded children demonstrated this ten- 
dency. Here we have additional support for our hypothesis of the 
separateness of emotional and intellectual development. With refer- 
ence to the influence of size of family, we note only a slight down- 
ward trend with a suggestion of an association between seclusive- 
ness and the smaller or middle-sized families. 

The trait of “ selfishness ” was recorded in 2.9 per cent of cases. 
This particular characteristic may be discussed from two different 
points of view, depending upon one’s psychological and philosophi- 
cal inclinations. The newer psychology tends to ally selfishness 
with intelligence, the assumption being that all intelligent people 
must necessarily be selfish in order to further their personal ac- 
complishment and success in life. If this is true, then the mentally 
deficient child is occupying his expected place as he shows but little 


of this trait. However, if we believe that selfishness and disregard 
of other persons’ rights are symptomatic of a poorly developed 
social sense, we observe that our group stands out very favorably. 
Ninety-eight per cent of them did not show this trait which is too 
common in normals. There is a slight but definite downward trend 
with the high point of 3.7 per cent occurring in the one-child fami- 
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lies, and the low point of 2.3 per cent in the nine-child families. 
This would tend to associate “ selfishness ” with children from the 
smaller families. 

Two and two-tenths per cent of our cases were recorded as “ ego- 
tistical.”” This trait is not at all uncommon in normals. According 
to our preconceived notions as to the nature of mental deficiency, 
it is rather surprising that any of these children presented this 
trait. We always associate egotism with a certain degree of intelli- 
gence, even though it does not necessarily involve the higher levels. 
Again, we may take two stands on this point. We may say that 
the mental defective is fortunate in not having a trait which is so 
liable to interfere with his success in life. Or we are surprised 
that, because of his many obvious shortcomings, he fails to show 
more of a trait which has its basis in deep-rooted ideas of inferi- 
ority. Whatever our conclusions, it is evident that the mentally 
deficient child can and does develop egotistical tendencies. Again 
we note only a slight association between this characteristic and 
the smaller sizes of family. 

A little over 1 per cent of children were recorded as “ over- 
affectionate.’ This trait has always been considered as one of the 
cardinal symptoms of mental defect. Either the textbooks are 
wrong in this assumption or our children are not typical, as but 
I per cent show it. The high point of 2.6 per cent occurs in the 
one-child families, the low point of I.o per cent is observed in the 
10 plus families, and the trend is definitely downward. 


X. SUMMARY. 


1. The average uncorrected size of family was found to be 5.6 
children. When subjected to the correction for the sampling error, 
however, the size of family is reduced to 3.9. The well-known 
tendency of foreign born mothers to have a large number of chil- 
dren, and the excess of those mothers in our sample tends to over- 
load it with the larger families. Correcting for this excess results 
in an average of 3.5 children for families involving mental defi- 
ciency. This average is practically the same as that of the general 
population (Fig. 1). 

2. The relationship between size of family and the intelligence 
quotient of the children examined is outlined in Fig. 2. Small 
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families show children who have higher intelligence quotients, and 
the low average intelligence quotients are observed in children from 
the larger families. 

3. Tables A and B with Fig. 3 outline the relationship be- 
tween size of family and the number of siblings, other than the 
patient, who are retarded or mentally defective. Excluding the 
patient in each family, we have an average of .125 retarded and 
.075 mentally defective, per other sibling born. Little variation in 
these proportions is seen in families of different size. There is no 
tendency for larger families to produce relatively larger propor- 
tions of retardates or mental defectives. 

4. Table C and Fig. 4 outline the findings with reference to 
size of family and average grade accomplishment in language, 
arithmetic and reading. In language, the children from the smaller 
and the larger families show the highest accomplishment, with the 
intermediate families showing a low average accomplishment. In 
reading, the children from small families showed the highest ac- 
complishment, the poorest average accomplishment being shown in 
the larger families. In arithmetic, the children from the small 
families make the poorer average showing, while the children from 
large families show the higher degrees of accomplishment. 

5. Fig. 5 outlines the relationship between size of family and 
the average number of physical defects. Children from small fami- 
lies have the fewest physical defects, and there is a steady upward 
trend with the highest average number of physical defects occur- 
ring in children from the larger families. 

6. Fig. 6 and Table D present the findings in relation to 
size of family and the environmental status of the homes of these 
children. Environment rated as “ good”’ is found more frequently 
in families of smaller size. Conversely, environment rated as 
“poor” shows high percentages in the families of greater size. 

7. Fig. 7 and Table E point out that there is an apparent 
association between the occurrence of truancy and the larger 
families. 

8. The influence of size of family upon the occurrence of cer- 
tain conduct problems in our children is outlined in Fig. 8 
and Table F. “ Normal conduct” is more frequently found in the 


smaller families. “ Stealing ’’ shows a slight tendency to predomi- 
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nate in the smaller families. ‘* Lying’ demonstrates larger pro- 
’ present the largest 


portions in the larger families. ‘ Sex offenses 
percentage in the small families. 

g. The relationship between size of family and the occurrence 
of certain personality traits is presented in Figs. 9 and 10, and 
Table G. Certain of these personality characteristics tend to show 
a definite association with the families of larger size. These are as 
suggestible and 


follows: “ obedient,” “ social,’ ‘ stubborn,” 
“ quarrelsome.” Other personality traits tend to associate them- 
‘emotionally unsta- 


‘ 


selves with the smaller families. These are: 
ble,” seclusive,” selfish,” egotistical and “ over-affectionate.” 

10. The factors discussed in this paper show certain tendencies 
toward association with either the small or the large families. The 
following factors associate themselves with the smaller families: 


HIGHER RATINGS OR PROPORTIONS IN CHILDREN FROM THE SMALLER FAMILIES. 


FAVORABLE. UNFAVORABLE. 
Intelligence quotient. Emotional instability. 
School accomplishment in reading. Seclusiveness. 
* Good” environment. Sex offenses. 
“ Normal” conduct. Selfishness. 
Egotism. 
Stealing. 


Over-affectionate. 


11. The following factors associate themselves with the larger 


families: 


HIGHER RATINGS OR PROPORTIONS IN CHILDREN FROM THE LARGER FAMILIES. 


FAVORABLE. UNFAVORABLE. 
School accomplishment in arithmetic. Quarrelsome. 
Obedient. Lying. 
Social. Suggestible. 


“ Poor ” home environment. 
Number of physical defects. 


12. Apparently mentally deficient children from the small fami- 
lies retain a greater degree of individuality, with wide ranges in 
departure from the average or normal either on the plus or nega- 
tive sides. In other words, their characteristics tend to be very 
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favorable or very unfavorable. Their good characteristics carry 


rather serious implications of future difficulties. Children from 
the larger families tend to merge with the mass, adjust socially 
and present a narrower range of variation above and below the 
average. Their favorable characteristics are more social in nature 
and more conducive to adjustment than performance. With the 
possible exception of physical defectiveness, their unfavorable 
characteristics are less serious in nature, and are less liable to 
interfere with future adjustment. 

t that an environmental influence, such as 
size of family, may be associated with certain differences in the 


13. The results sugges 


characteristics of mentally deficient children. The findings bring 
up the possibility that other environmental factors may exert a 


similar influence upon the development of a group hitherto regarded 
as being rather fixed in characteristics 


promise of successful performance ; their unfavorable traits carry 


THE OBJECTIVE DETERMINATION OF FACTORS 
UNDERLYING MENTAL HEALTH. 


By W. LINE anp J. D. M. GRIFFIN, 


University of Toronto, 
I. INTRODUCTION. 


This study represents the first steps of an investigation, the 
purpose of which is to examine personality deviations by means of 
psychometric techniques. The primary problem to be attacked at 
the beginning of such an investigation, is concerned with the 
existence and nature of possible variables in personality which are 
important in relation to healthy mental functioning. Accordingly 
we are here chiefly concerned with the preliminary search for such 
variables. While, as is well known, many previous investigations 
have been undertaken in this field, resulting in the construction of 
“personality tests,” the point of view of the present study 
is somewhat different, in that it refers particularly to personality 
deviations manifested in “ instability,” “lack of ruggedness,” or 
even definite mental pathology. More detailed consideration of the 
relationship between the approach here adopted, and those already 
reported in psychiatric and psychological literature, will be given 
later, when discussion can be illustrated in terms of results obtained. 


various 


II]. ProceDURE. 


(a) Subjects—An attempt was made to select a group of 
subjects who showed marked differences in mental stability. Seven- 
teen patients at the Psychiatric Hospital, Toronto, represented one 
extreme of the group. These patients, while sufficiently cooperative 
to be tested by the techniques employed, were definitely psychotic or 
psychoneurotic. Private patients, living in the community, yet 
seeking psychiatric help, constituted the middle section ; and senior 
graduate students doing research at the University of Toronto, were 
taken as representing the normal, healthy individuals. Forty-three 
cases were examined, this being a convenient number for purposes 
of a preliminary exploration. 

(b) Material—Pertinent scientific literature was surveyed with 
a view to selecting test and questionnaire material that could be 
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used with a group such as the one above described. The criteria of 
selection included (a) authentic publication of reliability, standard- 
ization and construction of the tests; (b) ease of administration ; 
(c) wide differences baa n the various tests in regard to content 
and psychological functions apparently demanded; (d) exclusion 
of g (“general intelligence’) as a major factor. The resulting 
battery was as follows: 
1. Rorschach (ink-blot) test.® 
. Word-association ( Wells’ list)—Average reaction-time 


ty 


3. Word-association— Variation in reaction-time 

4. Bernreuter personality inventory—Psychoneurotic scale.! 
5. Bernreuter—Self-sufficiency scale 

6. Bernreuter—Introversion scal« 

7. Bernreuter—Dominance scale 

8. Neymann Kohlsted Introversion-extroversion scale.® 


9. Speed of executi 

10. Speed of performing simple intellectual tasks 
11. Perseveration. 

12. Oscillation. 

The nature of the tests included in this battery is so well known 
that further description is unnecessary, save, in connection with 
Tests 9, 10, 11 and 12. Test 9 consisted in writing letters, num- 
bers, etc., in known sequences (¢. g., I, 2, 3, 4, ... -) as rapidly 
as possible; writing s-s, w-s, c-s, drawing small triangles, read- 
ing the names of colors from a chart on which small colored discs 
had been pasted. The time-periods were short (30 seconds) to 
avoid undue fatigue, and to get a more careful indication of speed 
of execution when maximum speed was requested by the examiner. 
Test 10 involved adding pairs of digits as rapidly as possible for 
three minutes; perceiving that a printed letter was made up of 
straight lines or curved ; checking lists of very simple “ opposites.” 
Test 11 made use of material now familiar to psychologists, the 
principle underlying such material being that a well-established 
habit (such as writing the numbers 1, 2, 3, .... 9) is made to 
alternate with a conflicting habit (such as writing the letters a, b, 
c,....1). This is done by getting the subject to write the 
numbers I to g as many times as possible in 30 seconds; then the 
letters a to 1 for 30 seconds; and finally the series I, a, 2, b, 
3,¢.... 9,1, for 30 seconds. The “ perseveration ”’ score is the 
difference between the number of digits and letters written in the 


first two exercises, and the number written in the mixed series, 
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divided by the number written in the first two. Other similar tests 
have been reported by Pinard* and Stephenson.'® Five such tests 
were employed in this study, the scores being added to make up 
Test 11. Oscillation (Test 12) was measured by indicating how 
many simple two-digit additions were performed every five seconds 
over a three-minute period; similarly with the number of letters 
perceived correctly as being made up of straight or curved lines, 
and with the simple-opposites test. The score was the average vari- 
ation from the mean five-second score, divided by the mean score. 

(c) Examiners.—Five trained examiners were used. Each ex- 
aminer was responsible for gathering results on a given test or tests. 
It was felt that, in this way, greater reliability would be obtained. 
All examiners adhered strictly to standard instructions, and ad- 
ministered the tests by the individual method. 


III. Resvucts. 
The scores on the tests were intercorrelated, giving the following 
table: 
TASLE I. 


INTERCORRELATIONS BETWEEN THE TEST-SCORES. 


A B C D E F G H I J K 

A. Word-association 

(Average reaction- 

B. Word-association. 

(Mean-deviation in 

reaction-time.) .... 51 -40 .68 .32 -50 .38 —.51 
C. Rorschach. (Total no. 

7 —.56 49 14 16 —.09 —.06 
E. Speed of performing 

simple tasks. ..... 61 —.30 —.17  —.23 -19 
F. Speed of execution.. — —.38 -.07 —.07 .I0 .02 
G. Perseveration. ....... - .04 12 —.19 —.27 
H. Bernreuter—Intro- 

I. Bernreuter—Neu- 

—- —.60 —.78 
J. Bernreuter—Self- 

sufficiency. ....... 65 
K. Bernreuter—Domi- 


1In Test C (Rorschach Test), the score was the total number of responses on the ink- 


blots. A detailed analysis of the results obtained with this test, and a discussion of further 
possible objective scores, is being published.* 


Neymann-Kohlistedt (Introversion-Extroversion) Scale was discarded because it proved 
to be unreliable with this group. 

Table I was then examined to see if any factors could be dis- 
covered, in terms of which the correlations could be explained. For 
this purpose, Thurstone’s multiple factor analysis technique was 
employed ; and the results are given in Table IT. 
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TEST-VARIABLES.! 


Factor I. Factor II 
A. 76 —.ol 
B. O4 O4 
-—.52 
D. 00 
E —.55 42 
F. 58 
G 54 oO” 
H. O4 
I. 71 OI 
8 37 
K. 00 31 
1 The method employed here is the one set forth by Thurstone in 1931.12 As a check upon 
the results obtained, the analysis was made also by meat f it mplified method also 
suggested by Thurstone.’2 Two factors again exhausted the correlations; and the loadings 
of these factors were similar to those given al 


This table shows that two factors or variables were represented 
in the scores on the tests, and were responsible for the degrees of 
intercorrelation shown in Table I. Only two factors could be dis- 
covered, the loadings on a third one being of the order zero. It will 
be observed that Factor | is represented positively in Tests A, B, D, 
G, H, I; Factor II, in Tests C, E, F, J, K, and slightly in Tests G, H. 

The question then arose as to whether these factors have any 
significance in differentiating the normal from the abnormal sub- 
jects. A preliminary and approximate indication of this was ob- 
5, D, G, AH, i m 

he loadings shown in Table II, and taking the s 

proportion to the loadings shown in Table II, and taking the sum 


tained by weighting the scores on Tests A, 


of the weighted scores as representing an individual's rating on 
Factor I; similarly with Tests C, E, F, J, K in regard to Factor II. 


Placing the individuals on a scale for Factor I, gave the result 


shown in the diagram that follows: 


FACTOR I, 


O U 
O OX O 
O0000 0000 00 = 
Hospital Patients X 
Unstable Adults U 


Stable Adults O 


| 
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In the main, there is indicated a definite degree of differentiation 
between normal and hospital subjects. As apparent exceptions to 
this, we would draw attention to the two hospital subjects who are 
in the middle of the scale on Factor I, since we shall refer to them 
again in a moment. 

\dopting a similar procedure with the results representing 
Factor II, we obtain the following diagram: 


FACTOR II. 


X O O 
X X X X O 
RA OOXO00000 000 O 


\gain there is definite indication of differentiation between the 
extremely unstable and the stable subjects. The two apparently 
exceptional hospital cases in the middle of the scale, are the same 
individuals as were noted in the first diagram. (Factor I.) 

\dding the scores on Factors I and II, the results are: 


FACTORS I AND II. 


X 

OO O O 

OO U 
U 


X 
00000000 U TO 


Cl 


Here, the differentiation is still more marked, although again the 
same two exceptions appear. Psychiatric records of these two cases, 
however, revealed the fact that they were diagnosed as alcoholics 
without psychosis. 


IV. Discussion or RESULTS. 


\t the present stage of this investigation, it would be superfluous, 
if not dangerous, to attempt any extensive interpretation of the 
functional significance of these two factors. The only type of 
interpretation that is legitimate, is that which hypothecates enough 
possible and probable meaning of the factors to direct the research 
further, in order that their true nature may be investigated in 
detail. 


== 
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The reason for limiting the interpretation in this way, will 
become clear as we consider the nature of this approach to measure- 
ment, in relation to much that has gone before. In the main, 
previous attempts to apply the techniques of measurement to prob- 
lems of personality imbalance can be divided into two classes. First, 
there have been those enquiring into the measurement and sig- 
nificance of single variables or factors. In many cases, particularly 
at first, these approaches took the form of assuming the existence 
and importance of the variable or trait in question, the assumption 
being based largely upon a priori reasoning. Thus there have been 
attempts to measure Introversion ( Nehman-Kohlsted and others), 
Ascension-Submission (Allport), Will-Temperament (Downey), 
Emotionality (Pressey). In these cases, the assumed trait was 
imbued with meaning right from the first. If the test or scale 
constructed to measure this trait was validated in relation to some 
other criterion, the properties inherent in the assumed trait became 
fused with those of the criterion; and the measures threw little or 
no light upon the validity of the assumptions involved. To a large 


] 


extent, this was true even of the early tests of “ intelligence ”’ 
measures of which were so arranged that they corresponded with 
estimates or records of scholastic progress; and, in consequence, 
“intelligence ’’ was assumed to grow throughout the years of the 
school-age period. Realization of the fallacies lurking within this 
method of attack upon mental measurement, led to the development 
of techniques whereby the existence of functional unities could be 
objectively demonstrated—a movement in which the work of Spear- 
man has been a dominant contribution. Having isolated a variable 
(an x, the nature of which is unknown save in regard to its exis- 
tence in certain measures or sets of measures), the next step is to 
examine its functional nature by further experimentation, and 
thence to proceed to a consideration of its practical importance. 
This is the significance of Spearman’s g-factor, and of the other 
factors he has demonstrated.® 

Investigations of the second class involve the discovery and 
examination of a group of factors or variables at the same time. 
Stimulated by Spearman’s work, many researches have grappled 
with this approach. Particularly has this been the case in recent 
years, owing to the advances made by Kelley, Thurstone, and Hol- 
zinger. These scientists have become interested in generalizing 
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Spearman’s procedure to make Multiple Factor Analysis more 
readily and more universally applicable. While Spearman’s tech- 
niques isolate one general factor at a time, examine its nature 
thoroughly, and then proceed to examine it in relation to other 
factors, multiple-factor techniques are more adaptable to the ex- 
ploration of complex data, wherein many variables may be opera- 
tive simultaneously. The more exact examination of each factor 
thus discovered may then be carried on as before by means of the 
more detailed techniques of Spearman. It is important to note 
that the factors are first demonstrated objectively ; and whatever 
interpretation is given to them, must be checked by objective means. 

Examples of the second class pertaining to the field of mental 
abilities are to be found in the work of Thurstone *! and Kelley ? 
particularly. Of direct interest to psychiatry, however, are the 
studies by Moore,’ in which an attempt has been made to discover 
factors underlying the symptoms of psychotic patients, with a view 
to throwing further light upon the various pathological syndromes. 

The study herein reported obviously belongs to the second class 
of investigations. The field to be explored is that represented by 
variations in psychological functioning that characterize the transi- 
tion from ruggedness of personality to mental weakness, from 
stability to instability, from normality to abnormality. These 
variations may be infinitely complex, and the task may appear 
to be hopeless. But if some factors of major importance in this 
field could be detected, isolated, examined carefully, a little further 
light might be shed upon the nature of the transitions to which we 
refer. 

It will be observed that the purpose of such an investigation is 
not so much that of diagnosis-by-tests, as one of clarifying, by 
experiment, the nature of normal and abnormal functioning. To 
make this point clear, we accordingly append a tentative outline of 
further possible steps in our present study. 


V. FurRTHER STEPS IN THE INVESTIGATION. 


a. Having detected the presence of two factors underlying the 
scores on the tests used—factors which seem to be related to the 
phenomena of personality imbalance or mental instability—-we must 
see first of all whether these variables are as pertinent as they 
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appear to be. It is con] aratively easy to distinguish a ps) hotic 
individual from a truly healthy one. Should, however, these same 
two factors be detected in the responses of a less widely scattered 
group—say, a group or fairly healthy normals, or a group composed 
of near-psychotics—their importance would seem to be more clearly 
indicated. 


A preliminary attack on this step has already been made, in that 


the same tests as herein reported have been administered to some 


85 university students of a mature age. The resulting analysis will 
be published shortly. But in order to give the method a fairer chance 
of proving itself, we are now proceeding to extend the testing 
program so as to get purer and more reliable measures. ‘The tests 
will then be given to some 200 unemployed men and women—adults 
who are not sufficiently unstable to demand, according to present- 
day standards, psychiatric guidance or therapy, yet who have had 
a fairly severe test in coming up against responsibilities and difh- 


culties in life. They will also be given to a large group of hospital 
patients showing definitely psychotic and psychoneurotic trends. 
The test results for the two groups will be analysed separately. 
Further, new material will be introduced, in order that other factors 
may possibly be brought to light. 

In connection with the task of purifying and extending the testing 
program, leads may be obtained if we make some tentative in- 
terpretation of the functional meaning of the two factors reflected 
in the data quoted above. We would emphasize, however, that such 
interpretation is not only very tentative, but of such a nature that 
it can be checked and revised by later results. In this way the 
unfortunate elements of subjective opinion are avoide 

Our material has seemed to indicate the presence of Factor I in 
certain measures, particularly in measures based upon fluctuation in 


the speed of response, and upon speed of response itself. Witness the 


high weighting of this factor in tests A, B, and the positive load- 


ings in tests D, G. Not only do these results compare favorably with 


the loadings in Bernreuter Neurotic and Introversion Scales, but 
they also seem to parallel the trend from normal to abnormal mental 
conditions. Similarly, they agree with common observation, that 
normals are more alert to pertinent stimulation, less introspective 
and egocentric, than abnormals. Being alert, objective, they are 
less variable in their responses. We may accordingly suggest the 
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term “ Objectivity’ as a tentative indication of the meaning of 
‘actor I. Factor II may similarly be called “ Fluency ” or “ Mo- 
bility ’ of response to manifold stimulation. Factor I, in this sense, 
is being regarded as the obverse of egocentricism, Factor II the 
obverse of rigidity and fixity of thought.* Fluctuations of efficiency 
over long and short periods of time, variations in score on the same 
test at different times (using tests that are quite “ reliable” with 
normal subjects), fluency, alertness, and like phenomena will there- 
fore be investigated more thoroughly in our next steps.* 

b. If other factors are detected, and if they prove to be pertinent 
to the fleld in which we are interested, patterns of these factors as 
represented in the functionings of individuals may then be com- 
pared. Should these in any way correspond to clinical types, we 
may thus arrive at the point where factor-patterns give direction 
to the search for what constitutes the differences between types. 

c. Genetic studies to see if these factors and their patternings 
can be detected in children, youths, adults, etc., may then be’con- 
ducted in which the direction of longitudinal observations will be 
more readily laid down and controlled. 


VI. SumMMARY AND CONCLUSIONS. 


|. A battery of tests was administered to 43 subjects, ranging 
from patients in a mental hospital to apparently very stable 
graduate students. 
II. Analysis of the results showed the presence of two factors in 
the scores on these tests. 
III. The factors appeared to be significantly related to variations 
in mental stability. 
[V. The relation of this study to a broader program of research 
has been indicated. 
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CHRONIC POST-ENCEPHALITIS IN JUVENILE 
DELINQUENTS.* 


By MATTHEW MOLITCH, M.D., JAmessurc, N. J. 
I. INTRODUCTION. 


This paper gives the results of a study of boys, with chronic 
post-encephalitis, who found their way into an institution for ju- 
venile delinquents. The literature was reviewed and correlated with 
the author’s case material. The subject is discussed under the 
headings of diagnosis, change of behavior, impairment of mentality, 
school work, forensic responsibility, and treatment. 


II. DraGnosis. 


The least consistent contribution to the diagnosis appears to be 
the history of an attack of acute encephalitis. The history of fever, 
somnolence or insomnia helps a great deal but its absence does not 
eliminate a diagnosis of chronic post-encephalitis. The literature 
contains many cases where only a few days of malaise, without 
even confinement to bed, apparently was the acute phase of a sub- 
sequent chronic picture. All of our cases have a history of having 
had the usual “ childhood diseases ” and in only three cases was a 
definite history of an acute attack obtained. In only one case was 
a definite date of onset obtained. Two of our boys have a marked 
degree of parkinsonism and yet no history of “ sleeping sickness ” 
was obtained. There have been many cases reported where a definite 
history of acute encephalitis was obtained, from hospital records, 
with marked behavior and character change and yet lacking in any 
physical signs of incipient parkinsonism. 

Since the disease entity was first described by von Economo ? 
in 1917, ocular signs and symptoms have featured in all clinical 
records. This is true of our cases. Weakness or paralysis of con- 
vergence is the most common ocular sign, while strabismus and 


*From the Department of Neurology, Medical School, University of 
Pennsylvania, and the New Jersey State Home for Boys. 
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visual deficiency are frequently present. A fine intention tremor 
of the closed eye-lids, outstretched fingers or protruded tongue is 
a frequent finding. 

Postural and tonetic changes in the hands occur early and more 
often unilaterally. Ornsteen’s diagnostic triad? consists of the 
observation of finger posture in repose, finger spacing of the out- 
stretched hands, and the thumb-forefinger tests. In incipient parkin- 
sonism, the hand on the affected side shows an increase of the 
degree of flexion at the interphalangeal joints. For the finger spac- 
ing tests, both upper limbs of the patient are fully extended in 
front, palms down. It is observed that, on the affected side, there 
is a definite asymmetry of the spacing of the fingers as compared to 
the normal side. In the thumb-forefinger test, the patient is asked 
to hold both hands aloft, in front of his face, with all the fingers 
in the palms except the thumb and forefinger. He is then asked 
to perform rapidly interrupted movements of touching the fore- 
finger to the thumb, with the digits making wide excursions. In 
the abnormal state, one notes a definite limitation of agility, defi- 
nite reduction in the amplitude of the movement and a tendency 
to earlier exhaustibility on the affected side. This is due to a 
“poverty of motion,” an excellent term suggested by the English 
neurologist, Wilson. 

Occasionally one observes a lagging of an extremity on walking 
but more frequently are seen disturbances of associated movements 
(asynkinesia). This defect may be the earliest suggestion of the 
onset of parkinsonism. It is observed, while the patient is walking, 
that one arm does not swing as well as the other, and in more ad- 
vanced cases one or both arms may not swing at all. Various tics 
have been described, as early signs, but none were noted in our 
cases. There are many other aids in the early diagnosis of parkin- 
sonism but all the preceding have been of most value to the author. 

Hypersomnia, as a feature of the early chronic stage, is not un- 
common and is present in three of our boys. These boys sleep 
through school hours and at any other time when not on their feet. 
This is not a reversal of the sleep pattern as they all sleep soundly 
at night. It is interesting to note that these three boys are all well 
nourished, while one of them has a history of a rapid gain of about 
50 pounds in weight coincident with the convalescence from an 
attack of acute encephalitis. Stevenson * reported obesity in two 
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cases while Weber and Hill* reported a case of an 11-year-old 
white boy, suffering from obesity and a tendency to fall asleep. 
This boy came to autopsy and sections of the brain showed 
pathologic changes in the region of the hypothalamus. 

The author’s routine is to observe the boy, standing in front of 
him, and noting any postural and tonetic changes. The trunk may 
he slightly bent forward and one elbow partially flexed. The fingers 
of one hand may be slightly more curled than those of the other 
hand. The eyes are then examined for weakness or paralysis of 
convergence. Often a fine intention tremor of the eye-lids is as- 
sociated with a tremor of the protruded tongue or outstretched 
hands. Excessive.salivation or a sweaty skin is rarely seen in very 
early cases. Fixity of expression is usually present in the more 
advanced cases. The fingers, of the outstretched hands, are asym- 
metrically spaced and in the thumb-forefinger test there is present 
a poverty of motion. Cog-wheel type of muscular rigidity is seldom 
present as an early sign. The patient is then asked to walk and one 
arm may be seen not swinging as well as the other. As the patient 
continues to walk, back and forth, the fingers of the hand of the 
affected side, not previously noticed to be flexed, will begin to curl 
more than on the less affected side. 


Ill. CHANGE OF BEHAVIOR. 


The onset of the change of behavior may begin within a few days, 
weeks or months after the acute attack and may not reveal itself 
until eight years later. Sherman and Beverly ® found a record of 
delinquency in only 2 cases out of 20 preceding the disease. Anders ® 
observed that 30 per cent of his cases had hereditary taints and 
had come into contact with the law before their encephalitis. Ken- 
nedy ? found that very few patients who recovered from an acute 
attack of encephalitis failed to show some effect of the illness. 
The effect may have been of little consequence and evinced only 
by a slightly altered mannerism, or it may have been so great as 
to cause an entire change in the patient, mentally and physically. 
The variety of manifestations of change seems to be almost with- 
out limit. Every conceivable act, occasional or habitual, and all 
of the different psychic and emotional states are displayed by these 
patients. Stevenson * noticed that as evening approached the child 
became more and more talkative and noisy and occasionally even 
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violent (nocturnal excitement). Some children formerly docile 
became disobedient and unruly. The most common observation of 
the parents was that the child had “ completely changed his nature.” 
Strecker * supports the theory that one is dealing not so much with 
a sequel but with the effect of the prolongation of the encephalitis 
at a subacute or chronic stage. In 38 out of 50 cases, he found that 
the onset of the behavior difficulty occurred at once and indeed 
was practically a continuation of the acute encephalitis. There was 
no clinical evidence in his cases which would indicate that the be- 
havior is more seriously involved if it is a late manifestation or 
vice versa. 

The types of misbehavior exhibited by these children are so 
varied that they include almost every overt act to which a human 
being can fall heir. Stevenson * lists irritability, bad temper, vio- 
lence, destructiveness, cruelty to children and animals, untruthful- 
ness, dirty habits, thieving and sexual precocity. In many of the 
children sudden outbursts of temper are frequent; in them they 
throw knives, dishes or anything within reach. Strecker ® listed, 
in the order of frequency, disobedience, tantrums, marked restless- 
ness, stealing, running away, truancy, homicidal trends, teasing, 
lying, impudence, quarreling, cruelty to children, destructiveness, 
nocturnal wandering about the house, “ showing off,” marked pro- 
fanity, sexual deviation, constant talking, filthiness of person, street 
begging, “ fighting,” sleeping in parks, riding freight trains, setting 
fire to houses, sex perversions, alcoholism, cruelty to animals, ir- 
ritability, writing obscene letters, forgery, screaming, wandering 
about the country, boastfulness, turning in fire alarms, sullenness 
and slyness. Sherman ef al.° found most frequently irritability, 
outbursts of temper, and constant fighting and quarrelsomeness. 
Bond ® also gives in detail the traits that he found in a group of 
chronic post-encephalitic children. Our cases contributed no addi- 
tional traits, but from an institutional standpoint their impulsive 
behavior led to frequent escapes and to a cyclic type of adjustment. 

The mechanisms underlying the change in behavior have been 
investigated and described by many authors. Leahy and Sands ?° 
state that “their mental status ” was characterized by purposeless, 
impulsive motor acts, marked irritability, definite attention dis- 
orders, distractibility and changing variable mood, inadequate and 
inconsistent emotional reactions, precocious sexual feelings and 
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intense eroticism. Sherman et al.’ from their cases and a review 
of the literature found that when mental changes occur after the 
disease they consist of one or more of the following : (1) deteriora- 
tion of intelligence ; (2) definite attention disorders ; (3) deteriora- 
tion of memory; (4) emotional disturbances. Auden" observed 
that in many cases the basic causal factor is a regression to an earlier 
period of childhood, whereby a mental conflict is solved. Anders ° 
explains their behavior as exacerbations of compulsions while Ken- 
nedy 7 concludes that “they are apparently acting in response to a 
most urgent stimulus which they are powerless to resist.” 

Hill ** observed that the mental state is one of a loss of inhibition 
over the primary emotions and—inseparable from these—the in- 
nate tendencies towards instinctive behavior. Thus any stimulus 
which tends to arouse a primitive instinctive response and the con- 
nected emotional state arouses it in these patients to a highly ex- 
aggerated extent. For example, the ordinary anger of a normal 
child when it is thwarted, after the onset of the disease becomes 
much more violent, prolonged and easily aroused. Because they 
are much more instinctive than normal children, they live in con- 
tinual and restless pursuit of crude emotional gratification, which 
naturally, often takes outrageous forms. They are the slaves of 
their exaggerated emotions and, though many of them use their 
intact intelligence to find excuses for themselves, others realize 
their own state and exhibit distress and repentance. Expressed in 
popular terms, marked characteristics of the patients are; pursuit 
of their own way, impulsiveness, restlessness, lack of self-control, 
lack of concentration, disobedience and defiance. 

Russell '* was impressed by the fact that as these behavior prob- 
lems were never seen in cases of encephalitis in adults, it was 
probable that these children had not acquired by experience any 
knowledge to form their habits of behavior and that the lesion, 
wherever it was, must have impaired that part of the brain which 
has to do with the association of functions that show themselves 
in the acquirement of experience. Bier ** found that the children 
lacked energy to control their compulsions while Grosz ** believed 
that the source of criminality lay in their disposition to impulsive 
acts. Many of them were unusually suggestible and thus became 
objects of exploitation and abuse by others. The hypersexuality in 
some of these patients led to criminal acts. Thiele '* agreed with 
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the above authors that the change of character, in most cases, was 
of a compulsive nature. Dreitler '* considered them as suffering 
from a slowly progressive organic dementia. 

One of our patients (C. A.) presents a most interesting behavior 
change. The diagnosis in this case is not absolute but the behavior 
pattern plus a peculiar speech defect influenced the author in in- 
cluding him in this group. Gruchet '® reported a similar case and 
described him as follows: “It is a question of playing pranks 
rather than of doing real evil. His cruelty is never coldly systematic 
and it is unpremeditated. He is, moreover, affectionate, sensitive 
to reproof and penitent. If he steals, lies, has violent fits of anger or 
practices indecencies it is more out of thoughtless imitation than of 
genuine vice. If he simulates, it is more like a capricious child acting 
without discrimination than knowingly to deceive those about him. 
His appearance too is very different, the post-encephalitic is gentle, 
sometimes shy or self-satisfied, smiling—the marks of a character 
which easily unburdens itself.” Our boy would take radiator caps 
off parked automobiles and leave them on fenders. He was often 
found in strange houses or in cellars of stores without having stolen 
anything. He once got a can of paint and applied it to automobiles 
in a garage. This boy develops compulsions at peculiar times in 
that at meal times he often continues to eat until he vomits. At 
other times he will walk in a more or less straight line for some 
hundreds of yards and stop suddenly. Stevenson * observed in five 
cases that the thefts had been continual, but never with intent to 
retain stolen property. None make any attempt to conceal the theft. 

Sherman et al.* found no apparent relation between the severity 
of the conduct disorders and the severity of the physical defects. 
Strecker * observed that when parkinsonism occurred, the behavior 
was only slightly involved. This is also true in our cases. 


IV. IMPAIRMENT OF MENTALITY. 


Paterson and Spease ** noted that the younger the child at the 
time of the acute illness the greater was the degree of mental de- 
ficiency. This has been confirmed by many observers since the above 
publication. Sherman et al.° in their series of 20 cases found, by 
psychometric tests, that four were of borderline intelligence; six 
were dull and backward ; nine had adequate intelligence and one was 
superior. The range of intelligence quotients was 71 to 121. All 
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of these children were given a complete Stanford-Binet intelligence 
examination and supplementary tests. Inhibitions of responses 
were noted frequently during the examination. These inhibitions 
usually manifested themselves by inability to give or finish responses 
previously or later given correctly. The marked irritability, ap- 
parently poor judgment, alleged deterioration of intelligence, at- 
tention and memory, together with the behavior during emotional 
outbreaks, would lead one to suspect that the mental level, in many 
cases at least, was much lower than before the illness. This opinion 
was expressed, before the examination by parents, teachers, psy- 
chiatrists and psychologists. Sherman et al. concluded that patients 
may become affected in the emotional sphere without impairment 
of intellect. 

Buzzard and Raddock *® found that the severity of the dis- 
turbance varied from slight loss of emotional control or slowness 
of mental response to acute dementia or idiocy. Hallowell ** found 
that 3 out of 24 cases were feeble-minded, while no change in men- 
tality was found in the remainder. Bramwell and Shrubsall *? 
found in younger children that the rate of mental growth seemed 
to have been seriously retarded and in some of them mental de- 
ficiency had followed ; this has been most evident in the case of those 
attacked by encephalitis during pre-school age. Dawson and Conn *8 
observed in 46 cases that the mean of mental ratio was 84.63 and 
concluded that when an attack of encephalitis stops mental develop- 
ment, the degree of mental impairment it produces will depend on 
the age of the patient at the time of onset of his illness. Lange ** 
found a marked reduction in intelligence quotient in his cases and 
that the intelligence defect was greatest in those whose disease oc- 
curred before five years of age. He also corroborated previous find- 
ings that the earlier the disease the lower the I. Q. Brand *° reported 
eight cases and found three of them were high-grade morons and 
that the remainder had no defect. He quoted Homburger as stat- 
ing that encephalitis does not cause intelligence defect. Bier ™ 
observed that 56 out of 241 had defective intelligence, while Dreit- 
ler '? stated that the intelligence was generally good and that there 
was a progressive disturbance in mental life which might be in- 
terpreted as a primary intellectual defect. 

The findings of general mental level for the author’s group are 
made in the following manner: Upon admission each of these 
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inmates is given a psychological examination including one of the 
following tests: Stanford Revision of the Binet; Kuhlmann- 
Anderson; Morgan’s Mental Test A or B; also the mirror drawing 
test, dynamometer for strength of grip and the Witmer form board. 
In addition to these, one or more, usually about three, the fol- 
tion IT; 
Porteus Maze; Stenquist Assembly |; Stenquist Mechanical Apti- 
tude I; Knox Cube. 


of 
lowing performance tests are given: Healy Picture Comple 


In the author’s 10 cases, one is of imbecile mental level, two are 
borderline, four are inferior, while the remainder have average 
intelligence. 


V. DETERIORATION OF MENTALITY. 


Sherman et al.5 re-examined their cases at intervals of 6 months 
to 11 months and no deterioration of intelligence was noted. This 
is in striking contrast to the manifest behavior and the appearance 
of the patients. Dawson et al.** retested their patient from a few 
days to five years after the onset of their illnesses and found that 
the mean of mental ratio fell from 84.63 to 76.13. They concluded 
that encephalitis did produce intellectual deterioration as measured 
by the mental ratio. Stevenson * found that immaterial of behavior, 
all deteriorated mentally equally. Two of the author’s cases showed 
deterioration ; one borderline boy later tested in the moron level 
while the second was an average normal boy who later tested some- 
what below the normal level. 


VI. ScHoot Work. 


Grossman ** found that failing memory, especially for recent 
events was a common complaint. When they read they found it 
difficult to concentrate and they soon forgot what they had been 
reading about. Sherman et al.° observed no memory defects for 
school attainment, and retention, as measured by tests, was in keep- 
ing with the mental age. Shrubsall 7’? found in examining London 
school children, who had suffered from this disease, that the at- 
tention to school work and the value of the response steadily im- 
proved in most cases. Almost all of the author’s cases had a history 
of truancy and poor school progress. The poor school response 
was not outstanding and not much different from the average de- 
linquent committed to our institution. 


No} 
wa 
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VII. Forensic RESPONSIBILITY. 


Wimmer ** believed that these patients should not be punished 
like others because they were suffering from an organic disease 
and were as little liable as general paralytics. Bier ** compared 
the responsibility of post-encephalitics to the psychopathic person- 
ality. Grosz **® concluded that punishment in these cases was use- 
less. He believed that chronic post-encephalitis did not relieve a 
person of responsibility, and stated that each must be judged as 
an individual. Thiele *® agreed with Wimmer in stating that if 
the cause was organic the individual should be excused, and stressed 
individual study. The author agrees with the above that each case 
should be judged individually. 


VIII. TREATMENT. 


Specific treatment will not be discussed in this paper because 
none exists of any proven worth except for the alleviation of symp- 
toms of advanced parkinsonism. Wimmer ** believed that most 
cases should be institutionalized in special departments of insane 
asylums. He stated that pedagogic treatment might mitigate symp- 
toms but that this treatment should only be given in hospitals. Bond 
and Appel *® have been leaders in this field and have demonstrated 
the practicability of a hospital school. They stress the fact that 
individualization of treatment is essential. It has been found neces- 
sary, in our institution, to highly individualize the program. Yet, 
in spite of this individualization, they continue to be our worst 
problems. Three of the boys are serious problems from the stand- 
point of frequent escapes while the remainder are in continuous 
petty difficulty. A perusal of the case histories will give an idea 
of the adjustment and opinions of the instructors in close contact 
with these boys. The boys are allowed to set their own pace and 
productivity is not considered as a measure of success. 


CasE SUMMARIES. 


Case 1.—B. T., negro, male, 17, was committed for truancy and larceny 
of coal. At birth the labor was prolonged for three days and he was said to 
have been sickly during infancy. His mother said that he was subject to 
epileptic fits but grew out of them. His history states that he had encepha- 
litis a few years ago but this is very indefinite. 

56 


| 
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Physical Examine 1.—Well nourished with a tendency toward obesity. 
He is 62 inches tall and weighs 122 lbs. There is present a mild ichthyosis 
of body which is interesting, as usually an oily skin is characteristic of chronic 
post-encephalitis. 

Neurological Examination —Excessive salivation, poor convergence of eyes 
and somnolence. 

Delinquencies —Larceny of coal and truancy. Psychiatric examination re- 
vealed a long history of stealing which dated back a few years. He belonged 
to a gang organized to rob box cars. He has had many heterosexual ex- 
periences and is a serious delinquent because of his suggestibility and a 
desire for things other than those available to him 

Psychological Examination (M. Derrick).—Imbecile mental level—ratio 
58. Poorly coordinated, plans poorly and has a very poor sense of the fitness 
of things. He is dull of comprehension and is seriously illiterate. Motor 
coordination very poor. He repeats errors and plans inadequately at times. 
Effective muscularly. 

Institutional Adjustment—Good. His officers consider him dull. He 
usually resents correction and criticism and gets others to do his work 

Comment.—The early diagnosis enabled us to plan a program where pro- 
duction was not essential. He was allowed to fall asleep at his own pleasure 
and this probably prevented the development of a problem case. Obesity and 
somnolence marked in this case. 


CaAsE 2.—S. W., negro, male, 16, was committed for incorrigibility. Birth 
and developmental history normal. He had the usual childhood diseases and 
had an attack of acute lethargic encephalitis at the age of 11. His weight 
gain has been rapid since then and today he shows a mild obesity 

Physical Examination.—Essentially negative except for large size and sug- 
gestion of obesity. He is 68 inches tall and weighs 148 lbs. 

Laboratory Examination.—Essentially negative. Blood sugar and glucose 
tolerance normal. Basal metabolism minus 4. X-ray of sella turcica normal. 

School History—Progress slow and had a deep resentment toward school. 
Chronic truant. 

Delinquencies.—Continual running away from home, truancy and keeps 
late hours. During school hours it was necessary to arouse him every few 
minutes to bring him to attention 

Neurological Examination—Reflexes exaggerated. Slight poverty of mo- 
tion and asynkinesia. 

Psychiatric Examination—No hallucinations or delusions. Insight and 
judgment good. He has a pleasant personality and is happy in our insti- 
tutionalized environment. He falls asleep at any time when not on his feet. 

Psychological Examination (A. K. Eccles).—Borderline mental level 
ratio 71. Poorly coordinated boy of average muscular effectiveness. Visual 
and auditory memory good but verbal facility is decidedly deficient. He 
interprets practical situations like a small child and he follows printed direc- 


a 
tions very poorly. He is retarded in matters « information.. The 
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personality is that of a seriously lethargic and infantile individual. Stanford 
achievement 4.8 at 15 years. 


Comment.—Somnolence and rapid increase of weight are outstanding. No 


Case 3.—S. R., white, male, 16, was committed because of truancy and 
wanderlust. Birth history was normal. He had measles and pneumonia, and 
enuresis until 8 years of age. Physically he is excellently developed and is 
64 inches tall and weighs 119 Ibs. 

Delinquencies —Consisted of truancy, wanderlust, petty larceny and forgery. 
His difficulties started at the age of 10 and at 14 he was known to many 
agencies, especially the Traveler's Aid. In school he made fair progress 
except in reading. He once stole money from the teacher. 

Veurological Examination—He showed evidences of incipient parkinsonism. 
There was a definite asynkinesia, a paralysis of convergence of eyes and a 
poverty of motion. His trunk was slightly bent forward. Somnolence was 
present but not marked. 

Psychiatric Examination.—Revealed a marked impulsiveness which the 
patient was unable to control. This manifested itself in frequent escapes with 
subsequent poor institutional adjustment. He had good insight into his 
condition and often would ask for help when a desire came on him to escape. 
There were no evidences present of a psychosis. 

Psychological Examination (A. K. Eccles).—This is a reckless, lazy, 
sophisticated, extroverted boy of marked instability. His reaction to the 
Kinet is at the 11-5 year level, yielding a ratio of 84. Performance tests 
rate him about the same. He has average muscular effectiveness, but in- 
ferior m 


r coordination. He plans poorly and does not profit greatly from 
experience. He is inordinately elated at his shows of success, however 
infantile they may be. Failures daunt him not at all, and difficulties fail 
to spur him to greater effort. He is decidedly a follower of the line of 
least resistance—a quitter and unabashed. Emotionally he is flat. No 
particular capacities or disabilities are noted. The personality is superficially 
attractive, but it will be hard to arouse social interests in this selfish lad. 
He is set against school, ridicules scouting and anything that entails study 
and competition. Stanford achievement test—3.9 at 15 years. 

Institutional Adjustment.—Very good except for frequent escapes. 

Comment.—This case was not diagnosed until a history of impulsive be- 
havior plus a desire to sleep most of the time stimulated a neurological ex- 
amination. His compulsions are being treated psychotherapeutically. 


Case 4.—B. P., white, male, 16, committed for larceny, malicious mischief 
and incorrigibility. Birth and developmental history normal except enuresis 
till 15 years of age. 

Physical Examination.—Essentially negative except for diseased tonsils and 
round shoulders. He is 584 inches tall and weighs 85 Ibs. 

Laboratory Examination.—Essentially negative. 


mpulsive behavior noted. 
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Delinquencies——Malicious mischief dating back three years. Frequent petty 
stealing and truancy. 

Neurological Examination.—Signs of advanced parkinsonism. Fixity of 
expression, asynkinesia, change of posture, poverty of motion and forward 
bending of trunk. 

Psychiatric Examination.—Characterized by impulsive beh 
and judgment poor. No hallucinations or delusions. Appears retarded and 
shows evidences of blocking. Unstable and emotional. Passive sodomist. 


avior. Insight 


Psychological Examination (A. K. Eccles).—Inferior mental level.—ratio 
76. Dull appearing and dull acting boy who does better with concrete than 
with abstract. He has difficulty comprehending verbal directions and _ is 
indecisive about how to proceed. Muscularly very inadequate for his age. 
Motor coordination is average. Memory is 


and learning ability. Socially he is immature 


good and he has fair planning 
and 
Institutional Adjustment.—Very poor. Suggestibility has led to passive 


sodomy, numerous escapes and sex episodes. He was considered dull and was 


+ 


known to steal desired articles at any opportunity and lie to the end that 
he was not guilty. 
Comment.—An advanced case of parkinsonism with impulsive behavior. 


A constant sex problem. 


Case 5.—R. F., white, male, 15. Committed for larceny and truancy and 
later recommitted for the same offences. Birth and developmental history 
not available. In school he was considered lazy, indifferent, truant and lacked 
interest. 

Physical Examination—Development fair. Height 614 inches—weight 
94 lbs. Vision subnormal. Positive nose cultures for diphtheria bacilli. 

Delinquencies.—Chronic truancy, stealing and sexual problem 

Neurological Examination.—Signs of incipient parkinsonism, fixity of ex- 
pression, excessive salivation and poor eye convergence, mild postural change 
and asynkinesia. 

Psychiatric Examination.—A very unstable boy who had frequent emo- 
tional upsets. When returned from parole as a violator was depressed and 
contemplated suicide. Strongly attached to his mother. Insight and judg- 
ment fair. No hallucinations or delusions. 

Psychological Examination (M. Derrick).—Average mental level—ratio 
98, unobtrusive, integrated stable boy, below average in muscular effective- 
ness and motor coordination. Two years later—by same psychologist—he 
has learning and planning ability, an adequate sense of the fitness of things, 
good verbal moral judgment. He is a peculiar boy in many ways, takes 
himself very seriously, is sensitive, unobtrusive and colorless. He has very 
great ability in inhibiting old automatic habits. Long history of scholarly dis- 
interest. He is an odd negativistic boy. A year later he showed some 
deterioration and tested somewhat below the normal level. 

Institutional Adjustment—Good record except that he was influenced by 
other boys. 

Comment.—An advanced case that does well in an institutionalized régime. 


| 
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Case 6.—D. T., white, male, 14, was committed for larceny and truancy. 
Birth and developmental history not available. 

Physical Examination.—Good development except for defective vision and 
suggestive microcephaly. He is 61 inches tall and weighs 112 lbs. 

Laboratory Examinations.—Essentially negative. 

Neurological Examination.—Internal strabismus, defective vision, fine in- 
tention tremor of fingers and eyelids. Fixity of expression and advanced 
postural changes. Asynkinesia and a forward bending of trunk. 

Psychiatric Examination—Very flighty. No serious personality deviations. 
No hallucinations or delusions. Memory and orientation fair. 

Delinquencies—Truancy and larceny dating back seven years. This boy 
spent five years in another institution for juvenile delinquents. 

Psychological Examination (A. K. Eccles).—Inferior mental level—ratio 
73. Fair motor coordination and muscular effectiveness. Poor ability to 
interpret practical situations. Cannot tell time. Has good language facility. 
Stanford achievement—4.2 at 13 years. 

Institutional Adjustment.—Very unsteady, weakminded and always up to 
some mischief, a liability, approaches new problems poorly, unreliable, dull, 
always joking and happy. He keeps much alone and is always counted out 
of things. Works only when pushed or rewarded and borrows without re- 
turning. He cannot be allowed alone at all, masturbates and is in trouble 
most of the time. In school his progress is slow but his attitude is good. 
Considered a handicapped child. Cooperates but doesn’t like to be driven and 
prefers to follow a leader. 

Comment.—A thoroughly institutionalized child who should be kept out of 
the community for the remainder of his life. He is deteriorating and will 
always remain an asocial creature. 


Case 7.—D. W., negro, male, 13, committed for larceny, breaking and 
entering. Birth and developmental history negative. 

Physical Examination—A_ well-developed, little negro boy, height 56} 
inches, weight 80 lbs. Tonsils diseased. 

Neurological Examination—Marked somnolence. Fixity of expression. 
Very mild postural changes. Asynkinesia not evident. 

Psychiatric Examination.—A very impulsive boy, who continually escapes 
and fights with other boys. Insight and judgment poor. No hallucinations 
or delusions. 

Delinquencies —Stealing and breaking into stores. Very disobedient and 
roamed the streets. 

Psychological Examination (A. K. Eccles).—Inferior mental level (76) 
and now, one year later, moron mental level (62). Muscularly effective but 
poorly coordinated. A tricky boy of good learning and inferior planning 
ability. He is a fresh, complaining sort of boy who has feelings of persecu- 
tion. Stanford achievement—3.0 at 14. 

Institutional Adjustment.—Very poor. His teachers state that he is un- 
sociable, moody, lazy, fibs, vulgar, honest, grumbles, and falls asleep at any 
time or place. Continual escapee. Recently showed improvement. 


| 
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Comment.—This boy, although he shows very few neurological signs, 1s 


very impulsive and escapes at every opportunity. His recent improvement 
may be due to the fact that he is not required to prod 


the other boys. He is allowed to set his own pace wl 


uce or conform like 


pace consists essentially 
of sleeping. 

Case 8.—H. H., white, male, 15, was committed for larce Birth and de 
velopmental history normal. He had measles at the age of four and pneu 
monia last year. He also had mum He suffered a s laceration about 
seven years ago when-he was struck by a bicycle, but no hi f un- 
consciousness was obtained 

Physical Examination.—Essentially negative. Well developed 8! inches 
tall and weighs 87 Ibs. 

Laboratory Examinations.— "Essentially negative 

Delinquencies——This boy was considered the most troublesome in his com- 


munity. He was fearless and not backward in 
frequently and his parents always made good. He had “spells” of headache 
and often knocked his head against the wall. School reports were good 

Neurological Examination —Fixity of expression, 
defective vision. Otherwise negative 


Psychiatric Examination.—Quick tempered, 


giving his opinion. He stole 


motion and 


unreliable, resents criticism 


Insight and judgment fair. No hallucinations or delusi He has a poor 
appreciation of the seriousness of his delinquencies which extend back seven 
years. 

Psychological Examination (A. K. Eccles).—Borderline, ratio 7 Well 
coordinated boy of poor muscular effectiveness. He has poor ; ty to inter 
pret practical situations. Seriously unstable and well skilled in the practice 


of stealth, deception and independence. He appears devoid of any sense of 
inferiority. Family means little or nothing to him. He is egotisti 
ticated yet childish. Stanford achievement test 

Institutional Adjustment.—Fair. Considered a day d 
poorly to new situations. Unreliable, dull and has poor temper control. He 


keeps much alone and is always counted out of things; works only when 


pushed or rewarded and frequently borrows without returning 
Comment.—A mild problem case in whom institutional treatment has had 
a marked sedative effect on his impulsive behavior 


I 


cal, sophis 


id adapts 


CAsE 9.—P. J., white, male, 16, committed because 


ot trespassing on rail 
road property. Birth and developmental history normal 
Physical Examination.—Essentially negative except for poor posture and 


phimotic prepuce. He is 60 inches tall and weighs go | 
Laboratory Examinations.—Essentially negative. 


School.—He graduated the eighth grade before commi 
Delinquencies——Placed a rail splice on a railroad track. He shot a gun 
in the air and threatened a man’s life. He used bad la 


temper and was beyond the control of his parents 


aad language, had a violent 
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Neurological Examination—He has a fixed facial expression, poor eye 
convergence and mild postural changes. 

Psychological Examination (A. K. Eccles).—Average general mental 
level—ratio 92. An excellently coordinated boy of fair muscular effective- 
ness. He has good learning capacity and memory, and good language facility 
and capacity for abstract thinking. His ability to interpret practical situa- 
tions is defective. Stanford achievement is 8.2 at 15. 

Institutional Adjustment——His officers made the following observations : 
doesn’t enter any activities; chooses companions who are full of mischief; 
so lazy he even gets boys to write his letters to his home. He is a follower 
and refused to work because another boy did the same. He occasionally 
gets into fights for cheating at cards. 

Comment.—A very suggestible boy who cannot work in a group. Pre- 
institutional history suggests impulsiveness. 


Case 10.—C. A., white, male, 12, was committed because of incorrigibility 
Birth was normal and development was characterized by difficult feeding. 
Physically the boy is 584 inches tall and weighs 105 lbs. His body build sug- 
gests a pituitary type. The skull appears enlarged (554 cm). 

Neurological Examination.— Essentially negative except for hyperactive 
reflexes and a stuttering speech defect. 

Laboratory Examinations.—Essentially negative. X-ray examination: 
Skull and sella turcica normal. Glucose tolerance normal. 
olism minus 6 (unsatisfactory ). 


3asal metab- 


School Record—Showed fair progress. He -was troublesome, annoyed little 
girls and had difficulty making an adjustment with other children. He 
resorted to attention-getting mechanisms and was considered a neurotic. 

Delinquencies.—This boy has been a great source of trouble for the police 
of Red Bank. He has been reported many times by the residents. He 
takes radiator caps off parked cars, leaving them on the fenders. He wanders 
into garages and tampers with automobiles. He oiten smeared paint on the 
sides of houses and on clothes hanging on lines. He had been arrested in 
the basement of a store in the late evening and couldn’t explain his presence. 
He once took a key from under a mat of a stranger’s house and went in and 
looked around. He does not steal anything or maliciously destroy. He 
does not stop to consider what he is doing and no amount of argument or 
explanation seems to make an impression. 

Psychiatric Examination (Dr. J. B. Pettis) —He began to wander into all 
of the various offices, investigating private papers or anything that came 
within his reach. He tried to start the clock of the furnace thermometer 
and not satisfied with what was at hand downstairs tried to go on the second 
floor for other objects of curiosity. He was told to sit down on a bench but it 
seemed almost impossible for him to remain there without supervision or 
force. In examining, Alfred cooperates, is alert and his attention is easily 
gained, held and directed. He could not control the urge to handle various 
objects on the desk when he thought he was not being observed but when 
told that he could he seemed to lose all desire. He has a slight speech defect. 
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He does not seem to be able to comprehend the seriousness of his situation 
and makes light of his going to the basement. Says he went down into the 
basement to see what was there, carrying the lock with him. He wandered 
around for about three-fourths of an hour and when he tried to leave found 
the door locked from the outside. He then tried to get out by going upstairs 
into a store when the police arrested him. 

He says he does not like to stay around home because of the heat caused 
by a steam pressing machine his father operates. He spends most of his 
time at a radio broadcasting station and will remain there until closing time. 
When discussing school he became boastful saying that the teacher tells him 
every day that he is the smartest boy in the class. He likes school and he 
says he gets along with his classmates and teachers. He doesn’t know what 
he wants to be when he grows up, saying that he had not thought much 
about it. In an interview with the father, Alfred’s case was discussed from 
all angles. Alfred is egocentric and as a result does not consider other 
people. He is considered a type who would place a spike on a railroad track 
to see the train flatten out the spike and not give a thought to what might 
happen to the train. It is quite certain that he will continue to follow the 
practice of personal gratification of his own urges and will be involved in 
more serious offenses. It was suggested to the father that he commit 
Alfred to Jamesburg for trial of one year or more. He was reluctant to do 
this, but it is thought best in the interest of the boy and the community. 
He seems to have no insight into social proprieties and he has a personality 
defect. 

Psychiatric Examination.—Alfred is said to react like a typical imbecile. 
He crawls about the floors on his abdomen and explains his actions by stating 
that he is playing “Indians.” He was seen hiding behind trees grinning 
foolishly. Sometimes he rocks forwards and backwards. He is looked upon by 
both officers and boys as a peculiar boy. Physically, he is obese and shows a 
tendency to hydrocephalus. He has a speech defect and his words appear 
forced. He looks as if he has some endocrine dysfunction (pituitary). He 
has no delusions and is not hallucinated. Psychologically he has average 
mentality. Alfred is constantly,on the move and lacks concentration. He 
is pleasant and always smiling. Cases of post encephalitis have been ob- 
served where obesity and behavior disorder are concomitant. 

Psychological Examination (Dr. R. Stone).—Alfred does not seem to be 
particularly deficient in the intellectual field. As far as his responses to 
academic tasks are concerned, he resembles the average boy of his age. How- 
ever, this boy is egocentric; he has no interest in the feelings of others; 
and he is interested only in satisfying his own personal cravings. His 
responses resemble those of a psychopath. His responses are mostly ir- 
relevant. His father has tried to reason with him and has become frightened 


because the boy’s actions are driving away what little business he has in 
his tailor shop. The probabilities are this boy is not just a delinquent. His 
behavior is all directed to the immediate and personal gratification of his 
own urges. This boy bids well to become a Jamesburg or state hospital case. 
He does not belong in a feeble-minded institution. 
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B. P. This photograph reveals the fixity of expression and the change in 
posture and muscle tonus. The left elbow is slightly flexed and the fingers 
of his left hand are more flexed than those of the right. 


n 
e 
d 
d 
d 
Ss 
e + . 
t | 
h 
n 
t 
~ 
1 
) 
| 
| 
| 
Pow 


AMERICAN JOURNAL OF PSYCHIATRY, Vol. 91, No. 4 PLATE 11. 


D. T. This patient has a fixity of expression, strabismus and change of 
posture and muscle tonus. The right elbow is slightly flexed and the fingers 


of the right hand are more flexed than of the left 
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S. W. This patient has a fixity of expression and change in posture and 
muscle tonus. The left elbow is slightly Nexed and the fingers of the left 
hand are more flexed than of the right. This boy is also above weight and 
has hypersomnia. 
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Psychological Examination (A. K. Eccles).—This is a poorly coordinated 
boy of inadequate muscular effectiveness. He is markedly slow in reaction 
which gives the impression of his being duller than he is. A speech defect 
augments this. He has ideational and memorial ability in excess of practical 
ability. He has deficient ability to interpret practical situations, being de- 
cidedly unconventional in this respect. Learning ability is poor so that habits 
will likely be slow in changing. He shows marked personality deviation in 
his excessive extro-version and hyper-activity. He is of a repulsive type so 
that it is to be expected that he would not be well socialized. This type has 
ability in excess of power to express it adequately and hence is characterized 
by bizarre behavior. This boy needs physical and manual training to over- 
come the inadequacies in these fields. Alfred functions at about the 10} year 
level, yielding an approximate ratio of 91. 

Institutional Adjustment.—His officers consider him a real problem case. 
He impresses them as being mentally alert but has no conception of how to 
coordinate or to accomplish physical work. He will eat until he vomits. 

Comment.—This case falls into the type described by Cruchet. The lesion 
in this case may be more intense in the region of the hypothalamus bceause 
of his pituitary type of build and tendency to obesity. 


SUMMARY. 


The results of a study of boys with chronic post-encephalitis who 
found their way into an institution for juvenile delinquents are 
given. The literature was reviewed and correlations were made with 
the author’s case material. The subject was discussed under the 
headings of diagnosis, change of behavior, impairment of mentality, 
deterioration of mentality, school work, forensic responsibility and 
treatment. Case histories of 10 boys are appended. 


CONCLUSIONS. 


1. The early diagnosis of chronic post-encephalitis may be made 
by the detection of changes in posture, tonus, associated movements 
(synkinesia), and ocular signs. 

2. The change of behavior may occur at anytime from a few 
days to a number of years after the acute attack. The traits ex- 
hibited by these children may include every conceivable act, occa- 
sional or habitual, and all of the different psychic and emotional 
states. From an institutional standpoint their impulsive behavior 
has retarded their adjustment because of frequent escapes. 

3. Their behavior appears to be impulsive in nature, and of such 
great intensity as to often overwhelm their resistance. 
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4. The mentality of the patients is impaired and to a greater 
degree if the acute attack occurred during the first few years of 
life. 

5. Re-examination, psychologically, suggests that the mentality 
does deteriorate in a small proportion of cases. 

6. The school work is in keeping with the mental level. 


~ 


7. 
not group study. 


Forensic responsibility should be determined by individual and 


8. Treatment essentially consists of individualization of the pro- 


grain of training. Specific therapy was not discussed. 
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A STUDY OF DISCIPLINE IN A PENAL AND COR- 
RECTIONAL INSTITUTION. 


Psychiatrist, Acting Assistant Surgeon, U. S. Public Health Service, 
U. S. Penitentiary, Atlanta, Ga. 


A prison environment does not provide the natural social factors 
which promote community discipline or desirable individual con- 
duct. Many things are present in such an environment which tend 
to blunt the finer sensibilities and which militate against spon- 
taneous orderly behavior. There is the absence of the stabilizing 
influences of family ties and responsibilities. Also, the beneficial 
effects of public opinion, as applied through the medium of pos- 
sible ostracism or group ridicule, are reduced to a minimum. 

To offset the degrading influences, and to compensate for the 
absence of many regenerative agencies to be found in a communal 
social organization, practical administrators of correctional insti- 
tutions, supported in part by public opinion, have formulated rules 
and regulations to meet the demands of keeping and maintaining 
a heterogeneous group of law offenders. These rules and regula- 
tions establish a standard for rational conduct on the part of the 
prisoner, and serve to facilitate the administration of a penal insti- 
tution. Applying these rules and regulations in an arbitrary fashion 
necessitates rigid compliance with them by all inmates alike. There 
are, however, among the inmates of any large institution, many 
who are unable to adapt themselves to such a routine without some 
individual considerate aid. Their faulty adaptation becomes mani- 
fest in infractions of the rules, inefficiency in their work, or by 
frank neurotic or psychotic reactions. These men appear before 
the disciplinary officer as violators of prison rules and regulations ; 
they become hindrances to the shop-labor foremen, or are handled 
by the psychiatrist as patients. The successful operation of a pro- 
gram to prevent the development of such faulty adaptations, or to 
correct them when they have developed, necessitates the concerted 
efforts of these three classes of officers, at least. 
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An infraction of the prison rules and regulations on. the part of 
an inmate must be dealt with by the officials of the institution so 
that a high order of personal conduct may be maintained, and so as 
to operate for the common welfare of the prison body. In this 
regard, however, it must be borne in mind that when arbitrary dis- 
ciplinary treatment is applied to these men, it increases the indi- 
vidual maladjustments in some of them and acts as a precipitating 
cause of mental invalidism in others, while it does not in all cases 
prevent the repetition of violations of the rules and regulations 
among the individuals punished. There is, therefore, a growing 
conviction that the application of disciplinary measures must take 
into account the reason for the infraction of the rules, and that 
such remedies must be used as will be consistent with the cor- 
rectional functions which the institution is purported to perform. 

Studies have been conducted to ascertain the part played by the 
mental make-up of the individual, by the environmental factors, or 
by a combination of these influences, any of which may be operative 
in causing violations of prison rules and regulations. These studies 
reveal the need for greater coordination of effort in the solution 
of the disciplinary problems involved in the administration of a 
large prison, and the failures to be expected unless some means are 
adopted to recognize, segregate, and treat the emotionally unstable 
or mentally disordered prisoner under medical supervision and 
custody. By virtue of such disorders, these prisoners are unable 
to conduct themselves with prudence, or to conform to the rules 
and regulations that should be made for the more normal individual 
prisoner. 

These studies further reveal the need for more fully appreciating 
that punishment by intimidation and degradation, as providing a 
means of atonement, retribution, and expiation, may precipitate a 
mental attitude directly responsible for infractions of prison rules, 
or produce mental invalidism as a reaction. This can be avoided 
by a more adequate handling of the problems confronting the 
individual prisoner, and by a more humane understanding of the 
needs of such an individual with respect to occupational therapy 
and vocational training, and to supervision and treatment. 

Statistics indicate that about 90 per cent of the men who go 


to prison are ultimately released and return to society. In order 


that society may be protected against possible repetition of their 
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crimes, it is desirable that these men be trained in productive vo- 
cations during their incarceration, and that habits of work and 
play in keeping with the demands of wholesome social contacts 
be established in them. Such training necessitates a carefully 
planned program devised for each prisoner, after a detailed study 
has been made of his customary types of reaction, his educational 
attainments and capabilities, his occupational achievements and 
aptitudes, and his physical and mental condition. 

The development of a program whereby the time spent in prison 
could be used in the reformation of the prisoner and keep him oc- 
cupied in wholesome, profitable pursuits, would serve also to re- 
duce the probability of his becoming a disciplinary problem during 
his incarceration. This would be an important achievement, and 
it is proposed as a practical substitute for the natural disciplinary 
factors which, though operative in a civil group, lose their force 
in an artificial prison community. 

There are many positions in any penal and correctional institu- 
tion which should be used as placements for vocational training. 
The operations incident to the jobs and the abilities required in 
their performance must be understood, if they are to be utilized 
for this purpose. Also, each job should be viewed in its relation- 
ship to other jobs in the same trade, and in its relationship to the 
trade or industry of which it is an integral part. Assignments to 
these jobs should be made only for such time as is necessary to 
train the prisoner in its operation, and to enable him to view it 
in its relationship to the others upon which it is founded. As this 
is done, the prisoner should be promoted to more advanced assign- 
ments, or to those with allied or reciprocal function, until he has 
reached the point beyond which he cannot function efficiently. This 
would result in each prisoner becoming a well-trained or all-around 
operator within the limits of his ability. Of necessity, men would 
be stopped at the different levels of complexity of the operations 
involved. Some men, however, would be able and should be 
afforded the opportunity to learn each of the several operations 
to be encountered in the given trade. Such a program would give 
the prisoner progressive experience, as is a prerequisite to com- 
mercial employment; or would give him an apprenticeship in a 
trade, as is followed in the outside competitive world. 
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Improved methods of farming, poultry-raising, dairying or of 
conducting other farm operations, as followed in the prisoner’s 
home community, would be an appropriate type of training for 
many inmates. Such training could be given while the prisoner 
is carrying on more diversified farm procedures which are appro- 
priate to the locality and incident to the operation of the farm 
which may be a part of the prison system already. 

The opportunity to participate in competitive, 
letics should be extended to a greater number of prisoners, in 
order that the time allowed them for outdoor recreation could be 
directed toward the betterment of both their physical and mental 
conditions. This would also tend to develop ideas of fair play 
and a spirit of true sportsmanship in the participants. Supervised, 
graduated exercise could be employed for the inmates not physi- 
cally fit to participate in the more active sports. Such a program 
would extend the benefit of physical activities beyond the institu- 
tion’s representative players, who frequently receive full time a 


signments to a team and so, to all intents and purposes, are 
professionals. 
Aside from the leisure hours spent as a prisoner chooses, some 


time should be devoted to study. This should be in the regularly 
conducted school, or as reading upon topics relating or collateral 
to the occupation in which the prisoner is being trained. Schooling 
in the basic subjects should be compulsory. The collateral reading 
should be prescribed and carried out under the supervision of the 
librarian. 

To put a program of this kind effectively into operation, some 


means must be devised whereby a determination and recording of 
the prisoner’s progress could be made. Also, there should be some 


central agency which would review the result of initial examina- 


tions and investigations, which are made by several departments 
of the institution, to the end that the prisoner’s fitness be de- 
termined and his training objective established. The formation of 
a Board of Classification and Review composed, for example, of 
the warden or superintendent, as ex-officio president, the deputy 
warden or disciplinary officer, the chief medical officer or psy- 
chiatrist, the educational director, the vocational coordinator and 
the social service director, is suggested. The opinion of the pris- 


1 


oner’s immediate superiors, for example, the teacher, the librarian, 
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labor foreman, guard, etc., should be elicited by a simple standard- 
ized questionnaire regarding demonstrated achievements, aptitudes, 
adjustments, attitude, and conduct. This information, so obtained, 
would furnish the data from which the Board could assemble an 
unbiased, composite report which, supplemented by reports of 
periodic health examinations and the complete social history, would 
represent the status of the prisoner at the time the survey was made. 

These progress records when compiled by the Board of Classi- 
fication and Review would be available to the prisoner’s super- 
visor, if released on parole, or as provided under the new law, 
when released under supervision by commutation for good conduct. 
The prisoner’s vocational objective would thus remain constant 
and ultimately result in his finding a place in society and being 
better fitted to occupy it successfully. 
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THE TREATMENT OF PROBLEM CHILDREN IN A 
PSYCHIATRIC HOSPITAL.* 


By HOWARD W. POTTER, M. D., 
Assistant Director, New York State Psychiatric Institute and Hospital, 
New York, N. Y. 


Many of the principles of treatment discussed in this communi- 
cation are applicable to the problem child with a moron or borderline 
level of intelligence as well as to those problem children who are 
better endowed intellectually. It is our experience that underlying 
the difficulties of adjustment of problem children there are emotional 
conflicts. The exception to this statement, of course is that group of 
children whose behavior difficulties are directly dependent upon 
intrinsic organic factors. But even in this group it is recognized 
that there may be certain mental attitudes toward organic in- 
capacities which create emotional problems within the child and 
which play their part in the maladjustment. A feeling of inferiority 
arising from the relative incapacities imposed by a borderline or 
moron level of intelligence is in essence a mental attitude born of 
emotional conflicts related to a sense of insecurity. A careful 
psychiatric study of almost any problem child, regardless of his 
intellectual level, will disclose clear evidence of conflicted feelings. 


Types OF FOR HospitaAL TREATMENT. 


Hospitalization of problem children is a matter which requires 
careful deliberation. Generally speaking, hospitalization is not to 
be resorted to unless it is evident that treatment cannot be carried 
on with the child living in his own home. Hospitalization for a 
brief period of diagnostic study may be justified in certain situ- 
ations. There are three types of problems in which a period of 
diagnostic study is especially desirable : 

1. There isa group of children in which some underlying physical 
condition is suspected as being the basis for the behavior problem. 


*Read at the ninetieth annual meeting of The American Psychiatric As- 
sociation, New York City, May 28—-June 1, 1934. 
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In certain of these cases special study under controlled conditions 
is essential. These studies may comprise a particularly thorough 
neurological examination and extensive laboratory or X-ray in- 
vestigations under controlled conditions. 

2. In another group requiring a period of diagnostic study 
are those children under the ages of five or six whose mental re- 
actions invalidate psychometric test results and in whom it 1s neces- 
sary to have a period of careful observation of their behavior and 
mental responses in order to differentiate an inherent intellectual 
incapacity from an intelligence that is incapacitated by an emotional 
disorder which may be amenable to therapy. 

3. In another group of children who are admitted for diagnostic 
purposes there are those who present a known organic defect but 
in whom it is essential to determine how much of the behavior 
difficulty may be directly attributed to the organic defect and how 
much is secondary to over-solicitude or spoiling on the part of the 
parents. In such cases observation over a period of two or three 
weeks usually suffices to evaluate the relationship of the organic 
difficulty to the behavior disorder, and thus the formulation of a 
suitable plan for treatment is facilitated. 

There are four types of problem children for which a children’s 
service in a psychiatric hospital may offer important facilities for 
treatment. 

1. Certain children are so severely disturbed in their conduct and 
so extremely unstable that they cannot be cared for except in a 
controlled environment. In this group are those who absent them- 
selves from home or school for days at a time and those who are 
extremely belligerent or destructive and emotionally unrestrained 
or unstable. Some of these children belong to the encephalitic 
group, others to the group of the inherently unstable and psycho- 
pathic, all of whom may require a prolonged period of treatment. 

2. A second group consists of those who have marked neurotic 
or psychotic reactions which render them incapable of making any 
kind of satisfactory adjustment at home or at school and who 
require more intensive and extensive psychotherapy than can be 
given in an out-patient department. 

3. A third group are those who have behavior disorders or 
neurotic symptomatology which by themselves are not sufficiently 
severe to interfere with their being treated in an out-patient de- 
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partment, but the home situation is so difficult that hospitalization 
relieves the tension of the entire situation by giving the child a 
vacation from his family and the family a rest from the child. By 
so doing, both the child and the family can be treated more readily. 

4. There is a small group of children for whom boarding-home 
or foster-home care is the obvious solution, but the children have 
certain behavior difficulties or neurotic symptoms which should be 
treated psychiatrically before boarding-home placement can be 
successfully consummated. At the same time by hospitalizing the 
child an opportunity is given for the social service department to 
secure the complete cooperation of the family and for the psy- 
chiatrist to indicate the type of boarding-home desirable so that 
when boarding-home placement is effected the family will be able to 
accept it emotionally as well as intellectually and the placement will 
be made, not blindly, but with the needs of the child clearly in mind. 
In such instances we have found it advisable to have the responsi- 
bility for placement and the legal procedures complied with before 
the child is admitted to the hospital. 


ADMISSION PROCEDURE. 


Our experience has demonstrated that the entire admission pro- 
cedure is of fundamental importance to the treatment situation. 
\lthough we realize that there may be instances in which the com- 
munity will have to seek hospitalization for certain children regard- 
less of the child’s or parents’ wishes and thus a formal commitment 
will have to be resorted to, nevertheless we believe that such a form 
of admission should be discouraged and only agreed to where no 
other means are available. 

The most favorable arrangement is that whereby the child can be 
admitted to the hospital on the written request of the parents. When 
the parent has confidence in the hospital and the personnel who are 
charged with the responsibility of looking after the children, they 
are usually inclined to accept the advice of the doctor when the 
question of the premature removal of the child from the hospital is 
brought up. As a matter of fact, our experience is that we have 
more difficulty in persuading parents to remove the child from the 
hospital than in persuading them to let the child stay in the hospital. 


872 TREATMENT OF PROBLEM CHILDREN | Jan. 


It should be clearly appreciated that all psychiatric problems in 
children require, as an important part of the treatment plan, the 
full co-operation and interest of the family. If the family feel that 
they themselves have sought hospitalization for their problem child 
and that they themselves have the full responsibility for the admis- 
sion and continued residence of the child in the hospital, their re- 
sistances against the hospital are not apt to be outstanding and to 
interfere with the efforts at treatment. For this reason we feel we 
are justified in giving appointments for agency and school cases only 
in instances in which the agency or school have succeeded in stimu- 
lating the parents’ interest in the problem to a point where the 
parent either makes the appointment directly or consents to the 
appointment being made, in either instance the parent always 
accompanying the child to the hospital. 


i 


ing the matter of admission. Children as a rule accept hospital- 


It is also important to take the child into one’s confidence regard- 


ization with as much facility, and sometimes even more readiness, 
than do adults. We have found it advisable for the admitting 
physician to interview the child before interviewing the parents if 
the child is over 10 years of age. This is done even though the 
physician has no previous knowledge of the problem. This pro- 
cedure makes for a better relationship with the child as it often 
means to the child that it is the first opportunity he has ever had to 
tell his story first. Whether what he tells is fact or fiction is of no 
importance. What we are striving for is to put ourselves right 
with the child from the start. With this procedure the matter of 
admission is often tentatively settled with the child before the 
parent is interviewed. 

Seldom do we have a scene fraught with hectic emotionalism on 
the admission of a child to the hospital. The quiet, unhurried 
informality of both doctors and nurses in the admitting unit and a 
simple explanaticn of why hospitalization is advised and what it 
means and how it may be helpful usually forestalls an undue amount 
of emotional display on the part of either the parent or the child. 
When the physician suspects that the child might create a scene, 
both the parent and the child should be escorted by a nurse to a 
room remote from other children and their parents who may be 
waiting for an interview and there the arrangements should be 
completed for admission. 
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PERSONNEL. 

Physicians.—The physician in charge of the children’s service 
should be able to devote his entire time to the children’s work. His 
work may concern itself not only with the hospital service, but with 
the children’s division of the out-patient department or the child 
guidance clinic of the hospital. The number of physicians required 
for a children’s service depends entirely on the nature of the 
clinical problems of the individual children. A children’s service 
which is comprised largely of organic problems does not require 
nearly so much of the physician’s time as one which mainly cares 
for children whose problems are essentially non-organic. 

A service consisting largely of non-organic behavior problems 
and children with psychoneurotic reactions requires approximately 
three hours per week per child of the physician’s time for treatment 
interviews. 

Nurses.—lt is a rare thing indeed to find a nurse who has been 
trained specifically for caring for children who present psychiatric 
problems. The selection of nurses for the children’s service is 
particularly important and only those who have a real interest in 
children should be detailed to the children’s service. A sense of 
humor, enthusiasm, a tremendous amount of patience, and con- 
siderable objectivity are important assets. It is necessary for the 
physician in charge of the service to hold frequent conferences with 
the nursing staff for the purpose of discussing practical problems 
arising in connection with the management of the children. It must 
be kept in mind that the nurse is essentially a mother surrogate and 
should be able above all to give each child the emotional security 
that he needs. 

Occupational Therapists, School Teachers, Physical Instructors. 
What has been said about the personality of the nursing personnel 
applies to teachers, occupational therapists and the physical in- 
structor as well. It is important that both the occupational therapist 
and the teacher have the attitude that the child and his emotional 
reactions are more important than the accomplishment of a certain 
amount of work. The occupational therapist should, in so far as 
possible, leave the choice of the work to be done to the child and 
even then avoid taking too active a role, the object being to help the 
child in his work rather than actively direct him. Many children 
will utilize the occupational therapy room to work off some of the 
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emotion arising from their conflicts. Thus, a child with a consider- 
able amount of sadism in his character, may derive benefit from 
working with a hammer and nails and a saw. 

The school teacher’s problem is to avoid situations in the class 
room which might intensify the child’s feeling of inferiority. In 
dealing with problem children she must also have a great deal of 
patience and relinquish some of the ideas of discipline so charac- 
teristic of school teachers in general. She must have, in other words, 
a dignity which is not too easil 
room discipline. 


y offended by infractions of school 


The physical instructor should be capable of maintaining a reason- 
able amount of discipline and at the same time create enthusiasm 
in the children for their gymnasium period. Setting up exercises, 
marching games and other group games in which all can compete 
with reasonable equality are of value 

Social Service —The assistance of a social service department, 
consisting of trained psychiatric social workers, is invaluable. Prac- 
tically every case admitted to the children’s service requires the 
collaboration of the social service department. The social worker’s 
function is largely that of making a careful study of the case, the 
| modification of faulty attitudes of parents and others, and effecting 
changes in the environment where these are indicated. 

Psychologist—A_ psychologist, preferably with child guidance 
clinic experience, is indispensable. The psychologist’s function is 
related not only to making psychometric studies but to carrying 
out special therapeutic educational work with individual children 
as well. 

TREATMENT. 


Treatment for a group of problem children meets with success 
only to the extent that we are able to individualize it. Before a 
treatment plan can be outlined it is essential that we secure an 
understanding of the significance of the symptomatic behavior and 
before any treatment plan is effective it is essential that some in- 
dividual, preferably the physician, establish rapport with the child. 

/ Rapport, confidence, or transference, by whatever term it may be 
called, is the basic factor underlying all psychotherapy and a good 
deal of re-educational therapy. 

Treatment may be divided into several categories consisting of 
re-education, physical and pharmaceutical therapy, direct psycho- 
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therapy and social therapy. All of these therapeutic measures are 
likely to be used in any case. 

a. Re-educational therapy consists in prescribing a full daily 
régime for each child. We have found it of value to have each 
child’s time throughout the day pretty well accounted for. Re- 
educational therapy concerns itself with establishing good habits 
with regard to sleeping, eating, personal cleanliness, school atten- 
dance, responsibility for simple ward chores, play and other socially 
useful behavior. To the nurses, teachers and occupational therapists 
falls the major part of such therapy. Quiet objectivity, emotional 
control, the ability to foresee and avoid the creation of difficult 
situations and an attitude of expectancy of compliance with only a 
minimal display of authority are basic factors in the success of any 
re-educational program. 

Children should be grouped for re-educational therapy according 
to their age and mental capacity. In the school it works out well to 
divide the group in accordance with their educational needs and 
capacities. At the Psychiatric Institute we have three subdivisions 
—the kindergarten group, a primary grade group including the first 
four grades, and a secondary grade group including grades from 
5 to 8 inclusive. Particular attention should be given to children 
with special mental disabilities, particularly disabilities of reading. 
The educational work of the psychologist is an important factor 
with these children. It is not possible for the teacher to give the 
required amount of individual attention to such children. As the 
technic is highly specialized, the psychologist should supplement 
the work of the school room by giving individual instruction. 

For occupational therapy, the children should be divided into small 
groups of not more than eight each. Occupational therapy often 
gives the child an opportunity to sublimate some of his emotional 
drives. The choice of occupational therapy work should be left 
largely to the child. He should be encouraged to work out his own 
projects, the occupational therapist being present to give him what- 
ever assistance he may need. 

Through the joint efforts of the school teacher and occupational 
therapist the children may be given the opportunity for dramatic 
expression by means of plays at frequent intervals throughout the 
school year. In some instances the children may improvise their 
own play. 
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The physical education program should be carried out by the 
instructor of physical education through drills, competitive games 


and singing and marching games in the gymnasium 


Educational activities which take the children outside of the 
hospital in small groups are particularly valuable. These may con- 
sist of visits to nearby points of interest, organized picnics, etc. It 
is also of value to be as liberal as possible in allowing the children 
who are able to accept responsibility to go outside of the building 
unaccompanied. There are, of course, certain risks involved, but 
these risks, in our experience, are largely theoretical rather than 
actual. A liberal policy of allowing children to spend their week- 
uild and the 


ends at home is advisable. It is important to keep the cl 
family in touch with each other even though there may be unfavor- 
able home situations present. 

The question of punishment can be dismissed by stating that it 
is not a part of psychiatric treatment. In so far as discipline is 
concerned, each child should be expected to follow the routine laid 
out for him. Naturally problem children do not always follow the 
routine. We have found that this is managed successfully in most 
cases by a combination of patient persuasion and judicious neglect. 
The removal of privileges as a disciplinary measure, in actual prac 
tice, does not work. In many cases it only tends to build up further 
resentment and increase the behavior difficulty. The only active 
disciplinary measure which is reasonably successful is isolation. 
This should be used only when the child’s behavior is so extreme 
that the safety of the other children is involved or destruction of 
hospital property is imminent. When a child becomes thus upset he 
is quietly taken by the nurse, forcibly if necessary, and put in his 
room. He is told that as soon as he has calmed down he may come 
out of his room and be with the group again. He may thus spend a 
period ranging anywhere from 15 minutes to an hour in isolation. 
Seldom, however, should it be necessary to lock the door to the 
room. The nurses must learn to distinguish the difference between 
non-volitional, or what might be called psychically determined 
difficult behavior or non-conformity to routine, and behavior which 
is essentially volitional. The latter must be dealt with directly and 
promptly. 

Many behavior disorders in children have a large element in them 
of a play for punishment. This need for punishment arises from 
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a pathological feeling of guilt, and consequently if it is fed it only 
intensifies the problem. Hence, it becomes important to attack the 
fundamental problem by some form of direct psychotherapy and at 
the same time utilize re-educational therapy in a constructive way 
and guard against measures that might be destructive. To illustrate 
this let us turn to everyday medical experience. If a person has a 
skin lesion which burns and itches, the itching impels him to scratch 
it; the more he scratches it, the worse the lesion becomes. Conse- 
quently one does not prescribe scratching as a cure for the lesion. 
In the same way many of these children have a psychological lesion 
which is accompanied by a feeling of guilt. The feeling of guilt, 
as it were, produces the itch for punishment. If punishment is 
forthcoming, true, the feeling of guilt is temporarily allayed, but 
the psychological lesion is not helped thereby. This leads us directly 
therefore to another form of therapy—direct psychotherapy. 
Direct psychotherapy with children is still in an experimental 
stage. However, we are convinced that it has a very important 
place in the treatment of personality and behavior problems. The 
primary requisite to all direct psychotherapy is to secure the con- 
fidence and to gain rapport with the child. It sometimes takes many 
hours to develop this alone. The psychiatrist must be particularly 
careful to avoid any indication of censorship in his attitude. Thus 
he must not represent the severe punishing father. He must be 
careful not to force the situation. Although, for instance, he 
may have definite information concerning some aspects of the 
child’s sex behavior which is pathological, he seldom can risk his 
contact with the child by a direct approach to this topic in the 
interview. The mere broaching of this topic or any other topic 
which involves what the parents or others have regarded as particu- 
larly bad is often interpreted by the child as meaning that the psy- 
chiatrist also thinks in the same terms as the parent does. This will 
only intensify the child’s feeling of guilt and no success will be met 
with in getting the child to discuss such behavior. Consequently, it 
sometimes is necessary to spend many hours in what appears to be a 
waste of time in talking about what seem to be non-essential things. 
It has been found, however, that children will eventually discuss 
those things which are most important to them. These almost in- 
variably are those very things which the family have complained of. 
There are three different technics which may be used in direct 
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psychotherapy with children. These consist of the ordinary inter- 
view technic in which there is an exchange of ideas between the 


physician and the child; the fantasy method which is applicable to 
those children who have a rich fantasy life and who by means of 
their fantasies disclose their problems and through their fantasies 
discharge the emotional tension ; the play technic in which the child 
is given the opportunity to use various playthings in spontaneous 
play with the presence of only the psychiatrist and through such 
spontaneous play the child lives his conflicts through in a symbolic 
fashion and is enabled to relieve emotional tension. 

Difficult situations sometimes arise in connection with direct psy- 
chotherapy in a hospital. If one psychiatrist is intensively treating 
several children there may be times when extreme jealousies develop 
between these children. This situation is avoided to a large extent 
if the psychiatrist arranges to interview the child in a room remote 
from the ward. The child is taken to the psychiatrist by the nurse 
and although the other children undoubtedly know where he goes, 
it nevertheless is not so obvious to the others as when the psy- 


il 


chiatrist holds the interview in the physician’s office on the ward. 


The child may have certain physical factors which require treat- 
ment, in conjunction with the re-educational program and direct 
psychotherapy. The most important aspect of physical therapy is 
that related to sedation. The judicious use of the continuous bath 
or the warm pack is of value in selected cases. Children who are 
extremely overactive and tense may respond well to either the bath 
or pack given for two hours twice a day over a period of several 
weeks. We would caution against the use of either the pack or the 
bath as an occasional measure to meet an emotional outburst as 
these procedures are bound to be interpreted under such conditions 
as punitive measures both by the children and the nurses and 
probably even by the doctors. 

Diathermy is a good method of sedation in some cases. Some 
children who are restless and overactive will readily go to sleep on 
the autocondensation pad and will sleep for as long as two hours. 
Sedative drugs should be seldom, if ever, used. Heliotherapy may 
be used to combat secondary anemia in conjunction with cod liver 
oil products. 


Endocrine therapy may be used when indicated 
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Thus far we have been discussing treatment which is directed 
toward the child itself. We must keep in mind, however, that the 
child is not a permanent resident in the hospital and will have to 
return to his home. Therefore, the treatment of the home situation 
and its problems by social therapy is of equal importance in the 
treatment of the child. The case should be assigned to a social 
worker within a few days of admission. The social worker should 
make a careful study of the social factors in the family group and 
those outside of the family group which are relevant, and an evalu- 
ation of the emotional relationships of the various members of the 
family to each other and to the child. Then, under the direction of 
the psychiatrist, an attempt is made to give the parents concrete 
suggestions as to how to deal with the problems in the child and with 
this an effort is made to secure a modification of faulty attitudes 
on the part of the parent which underlie faulty management. Close 
co-operation between the psychiatrist and the social worker is 
especially important. 

In conclusion, it is to be pointed out that work of this sort and 
particularly the organization and functioning of a service for 
children in a psychiatric hospital is in an experimental stage. Above 
all, one cannot run a children’s service by rules and regulations. The 
arrangements must be kept elastic and all those involved should 
thoroughly understand that what is planned for and put into 
operation today may well have to be discarded tomorrow. 


DISCUSSION. 


Dr. Rutu E. Farrsank (Baltimore, Md.).—Dr. Potter’s paper has been 
so very clearly given that I feel there is little to add. There are just a few 
things that I would like to re-emphasize which struck me as being particularly 
helpful, not only in working with children, but also for those of us, such as 
myself, who have not had the privilege of working in a psychiatric ward 
essentially for problem children. 

In the first place, the question of admission was particularly interesting, 
and certainly it is a tremendous advantage to get the child’s co-operation 
in the question of admission as well as the parents’. It is an ideal situation 
if one can carry it out. We all know that if a patient comes to us wanting 
help, half the battle is won. If he comes without his own consent, it takes 
much time to get him interested in the problem of getting well, as well as 
in the fact that you are someone who can help him. 

Another point that interested me was the question of keeping contact 
with the family and the home. Dr. Potter spoke of trying to send the child 
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SIGNIFICANCE OF BLOOD GROUPS IN INOCULATION 
MALARIA. 


By IRVING M. DERBY, M.D. 
Pathologist, Brooklyn State Hospital. 


The importance of blood groups in relation to therapeutic malaria 
was first suggested in 1921,’ although the first work in this direc- 
tion did not appear until six years later.* Since that time the foreign 
literature has presented a number of related articles. Until the ap- 
pearance of a recent report,* our domestic literature contained but 
a brief account* of 12 cases in relation to the subject. Despite 
this, at least one American textbook ° mentions the clinical signifi- 
cance of blood types in inoculation malaria. 

This paper reports a study of this subject. Blood types were 
determined according to Landsteiner,® no attempt being made to 
determine sub-groups or quantitative hemagglutinin strength. Blood 
compatibility has been assigned according to the effect of recipient 
serum upon the donor cells, since these carry the plasmodium, rather 
than upon identical sera. 

Transfer of infection has been intravenous, using 3-5 c.c. of 
blood immediately after withdrawal from the donor. In few in- 
stances this amount has been diluted with an equal amount of 2 per 
cent sodium citrate in normal saline. There has been no uni- 
formity in the time during the fever course in which donor blood 
was taken. Temperature observations have been made every four 
hours while below 100°, and at 15-minute intervals while above 
100°. 

Our material consists of 305 first passages of malaria that have 
been observed during the last 34 years at Brooklyn State Hospital. 
Clinically, there were 289 cases of general paresis, of which 224 
were cerebral, 60 tabetic, and 5 juvenile types and, in addition, 12 
cases of psychosis with cerebral syphilis and 4 tabo-paretics with 
other formal psychotic groupings. 

Data from some of these cases, together with general hospital 
treated cases, have previously been utilized in a less comprehensive 
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report.’ In addition to the 305 inoculations, reference will be made 
to 20 cases inoculated with non-malarial blood, and to 10 cases 
given larger malarial blood dosages than customary. 

Observations have been made in reference to: (1) Plasmodial 
reactions to incompatible serum; (2) immediate and post-inocula- 
tion phenomena, such as temperature rise, malaise, various pains, 
vomiting, chills, and for the presence of embolic symptoms; 
(3) presence or absence of primary fever; (4) variations of incuba- 
tion time; (5) differences of fever type; (6) failures of malarial 
infection; (7) possible effect of blood groups upon specific clinical 
improvement ; (8) disappearance of sexual forms. 


PLASMODIAL REACTION. 


Investigations bearing upon the extra-vascular behavior of the 
malarial organism in incompatible serum showed that, at least mor- 
phologically, the plasmodium was affected by agglutination of its 
host cell. Physiologically, whether actual damage occurs is difficult 
of proof. Intravascular plasmodial behavior may be at extreme 
variance with that occurring beneath a microscopic objective. 

Smears were made from plasmodium-bearing cells treated with 
sera directly on micro-slides and in test tubes without anti-coagulant 
treatment, and stained. Our results corroborated those of Horn.’ 
Treated for long or shorter intervals by incompatible serum, most 
malarial organisms are seen condensed, pyknotic, frequently dis- 
torted in shape, and sometimes lying free from the agglutinated cell 
clumps. Control smears of compatible-serum treated cells did not 
show these marked changes. 

Direct observations of unstained organisms in erythrocytes 
treated with incompatible serum on the warm stage is difficult. 
Nevertheless, in numerous instances we have observed distinct 
changes in the shape of hyaline forms from the time agglutination 
cominenced until the form was lost in a cellular clumping. This 
change is uniformly one of slow condensation. The pigmented 
forms do not show as marked condensation but are perhaps more 
distinctly observed. 

Supravitally stained preparations have been observed. These not 
only render the parasites more visible, but it is also possible to 
ascertain the behavior of leucocytes towards the organisms. 
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Brilliant cresyl blue, neutral red, and a combination of the latter 
with Janus green have been utilized.* These color the parasites 
without interfering markedly with their vital functions. Within 
the limitations of the method used, there has been observed marked 
condensations of the early forms that sometimes appear to be pre- 
ceded by expansion when incompatible serum has been added. 
(N. B., we have only used B serum with A cells.) The later forms 
have shown loss of peripheral mitochondrial motion, changes in 
contour of the entire organism, and in some instances, what 
appeared to be segmentation. These observations are limited as our 
organism becomes lost in an agglutinating clump. 

In no instance have we been fortunate in observing, up to the 
present time, actual separation of an unstained or stained organism 
from its host. Weare not completely prepared to report on leucocy- 
tic activity but may state that as yet we have observed no phagocy- 
tosis of malarial forms separated from their host. 


IMMEDIATE Post-INOCULATION PHENOMENA. 


The most significant feature immediately following inoculation 
was that 56 per cent (55 cases) of the incompatible group showed 
a temperature rise above 103°, frequently extreme (105° to 106°), 
sometimes prolonged for several hours, and attended by chills in 
practically every case. This is contrasted with the 15 per cent (29 
cases) of the compatible series that gave a rise above 103° and 
these, with the exception of three cases, did not exceed 104° 
although chill was also present in about one-quarter of these cases. 

Hematuria and hemoglobinuria was discovered in 5 per cent 
(5 cases) of the incompatible group but was also discovered in 
2 per cent (4 cases) of the properly matching group. In the incom- 
patible series respiratory difficulty was noted in two cases, and 
backache, joint and leg pain, cyanosis, sudden sphincteric inconti- 
nence with symptoms of collapse, convulsions, and a rapidly clear- 
ing coma, were noted once each; none of these symptoms were 
observed in the compatible group. 

Nausea, vomiting, thirst and extreme perspiration, and headache 
we found in approximately the same percentage (10 per cent) in 
each group. These, however, may be interpreted as due to the 
malaria toxin introduced with the serum and sporulating organ- 

58 
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isms ® rather than to agglutination or to incipient coagulative 
changes and other technical accidents.*° 

In addition, if we examine the deaths occurring within one 
month after inoculation, we find 13.8 per cent (13) of the incom- 
patible group died and this is almost double the percentage of 
compatible deaths, 7.2 per cent (14). One-half (13) of these deaths 
were autopsied. Seven (54 per cent) incompatible deaths were 
from bronchopneumonia, three of which showed at autopsy pecu- 
liar peripherally arranged, subpleural abscesses. These were pea- 
sized and thin-walled, containing a hemorrhagic-mucoid detritus 
rather than purulent, and surrounded by slight pneumonic consoli- 
dation. They might be ascribed to embolic result rather than 
bronchopneumonic. A complete description is not our aim at this 
time and will furnish the basis of a future communication. On the 
other hand, the three pulmonary deaths (28 per cent) of the com- 
patible series were all lobar, and demonstrated at necropsy in two 
instances. 

In no death were we definitely able to demonstrate embolic re- 
sults, either clinically or at the autopsy table. It is admitted that 
these pulmonary abscess-formations might have been due to plasmo- 
dial infarction, although all three cases failed to respond to fre- 
quent quinine dihydrochloride intravenously, which is the usual 
response in spontaneous malarial bronchopneumonia.® 

A series of 20 cases were inocluated with 5 c. c. of non-malarial 
blood to determine to what extent agglutination determined symp- 
toms. Compatible control cases showed transitory rises of less than 
one degree. Incompatible inoculations, however, invariably pro- 
duced two degrees or more temperature, prolonged over a two to 
three hour interval, and almost always accompanied by chills. This 
was more marked when citrated blood was used, but in no case did 
other toxic symptoms (headache, vomiting, hematuria, etc.) occur, 
nor did the temperature rise exceed 103.6°. In no case did we 
observe pulmonic signs or other symptomatology suggestive of 
emboli. 

Our interpretation is that, even with small amounts of incom- 
patible blood, agglutination occurs qualitatively sufficient to produce 
temperature reactions and chills. 
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Higher rises of temperature with additional toxic phenomena 
result with use of malarial blood. This appears to be due to the 
specific plasmodial toxin present in the serum and, in cases of 
incompatible bloods, is liberated from the erythrocyte-bearing 
organisms. 


PRIMARY FEVER. 


Primary fever has been stated to be an inconstant appearing rise 
of temperature that may occur in mosquito infection * as well as 
in inoculation malaria and is followed by a normal temperature 
interval which precedes the first malarial paroxysm.’? Its course is 
variable, three to four days usually, without chill, sometimes occur- 
ring as high as 103° but may be so mild as to be missed unless very 
frequent temperature observations are made. It is most frequently 
observed with short incubation time. 

It has been stated that this fever is part of the incubation time. 
Also it has been demonstrated ** that the incidence of this fever 
was extremely frequent in cases of compatible intravenously inocu- 
lated cases, had an average duration of 3-4 days, was high and con- 
tinuous, but when incompatible blood was used, one-third of these 
cases had only a day of this fever which was low. Others ** have 
determined these findings to be less impressive although they sus- 
tain the fact that primary fever is much more frequent and perhaps 
of longer duration in compatible inoculations. 

With our material we found it difficult to identify primary fever 
rigidly according to definition. Transitory rises may have been 
missed in routine taking of temperatures, but most frequently the 
earlier fever merged directly into the primary paroxysm. 

In the 193 cases receiving compatible blood, 48 (25 per cent) had 
primary fever with an average duration of 2.25 days. Seventeen 
(18 per cent) of the 94 cases receiving incompatible blood had a 
similar fever that averaged 3.35 days. The number developing 
this early phase is much less than other investigators have found, 
and our average duration is quite at variance with the earlier re- 
ports. Our findings emphasize perhaps, the lack of clinical value of 
this type of fever. Particularly is this true when we note our aver- 
age temperature for both groups to be less than 102°. Academically, 
however, unless the phenomenon is remembered, it may consider- 
ably affect the tabulation of incubation time. 


| 
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INCUBATION TIME. 


This is taken to be the interval between inoculation and the first 
temperature rise with paroxysm, and includes a primary fever 
phase when present. Duration in length is extremely variable and 


becomes a matter of considerable clinical and economic importance 


when prolonged. 

The variability has been ascribed to a large number of factors: 
previous malaria,’® physical debility,> preceding chemotherapy,?** 
climatic influences,'® type of tertian strain used,’* individual dis- 
position,'® phase of sporogony *® and amount ”° injected, whether 
intracutaneous or intravenous inoculation is employed,’ and to 
blood compatibility.°* The use of adrenalin, roentgen stimulation, 
hot packs, and other methods of instituting onset are not considered. 

It appears to us that this variability in time of onset depends 
upon a series of more or less complex factors, important among 
which is the relationship of the blood group of the donor and the 
recipient, a well-defined formulation. Very few investigators deny 
its importance.** Other definite conclusions are that subcutaneous 
inoculation and the use of minimal quantities of blood prolong the 
time of onset. 

In a separate study of ten cases inoculated with 10 c. c. of blood 
there occurred a shortening of incubation time averaging two days 
in a compatible group, as compared with control-cases inoculated 
with the usual amount from the same donor; and in a similarly 
observed incompatible group the average decrease amounted to 
4.2 days. The five cases of this incompatible group had an average 
incubation time of 5.8 days contrasted with 2.4 days in the compati- 
ble five cases. Although this is a small group, it not only points out 
the influence of the amount of blood used, but emphasizes the rela- 
tion of blood groups in determining the onset. 

The accompanying table and graph illustrating results of 305 
inoculations, shows further this definite influence of compatibility. 
Onsets occur among the compatible cases within the first week with 
most occurring on the fourth to fifth day, and an average incuba- 
tion time of 4.4 days. The incompatible onsets begin in the greater 
number about the fifth day and continue about the same until the 
ninth day, with almost double the average time, 7.68 days. It is in 
this group also that a greater number of infections are delayed 
into succeeding weeks. 
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INCUBATION PERIOD OF INJECTION MALARIA IN PATIENTS 
RECEIVING COMPATIBLE AND INCOMPATIBLE 


BLOOD. 
Patients receiving Patients receiving 
co patible blood. incompatible blood. 
Incubation 
period, No. of Per cent No. al Per cent 
days. cases. of cases. cases. of cases. 
28 14.5 4 4:3 
28 14.5 3 3.2 
Dickweaeatesaws 35 18.1 5 5-3 
38 20.0 14 15.0 
26 13.5 12 12.8 
12 6.2 I2 12.8 
2 1.0 2 12.8 
I 5 3 
I 5 2 2.1 
I 25 2 2.2 
I 1.0 
I 1.0 
193 100.0 94 100.0 
Average incubation period in compatible group.................. 4.40 
Average incubation period in incompatible group................ 7.68 
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Comparing the net result with other reports we find that our 
series is more numerous than others but that their reported figures 


approximate ours, with very slight individual differences. 


FEVER 


The type of fever resulting from inoculation is variable as com- 
pared with clinical tertian malaria. Intravenous passage of malaria 
may give the quotidian type of fever with its regular daily parox- 
ysms, a tertian type with 48-hour chills and fever, a malignant con- 
tinuous type, or the result may be a mixed type with double peaks 
in 24 hours, irregular daily and tertian paroxysms, courses of tem- 
perature almost impossible to classify. By “ mixed type” we do 
not mean the tendency of a prolonged daily type to become tertian 
with spontaneous remission, although we include the tertian type 
becoming quotidian or even continuous with an overwhelming 
increase of organisms in the individual poorly-resistant patient. 

Determinants of fever type may be ascribed to the same factors 
as have been mentioned as aftecting incubation time. This rela- 
tionship has been, in our experience, that a tertian type is to be 
expected with a prolonged incubation time, the quotidian type with 
shorter onset, and quotidian or mixed types appear with inter- 
mediate durations. 

A number of investigators have reported blood compatibility to 
be the major factor in the determination of fever type.'* Another 
factor has been shown to be the type of disease present,** in that 
the quotidian or mixed types are predominant in cases of dementia 
paralytica, much less frequent ph tabes or earlier syphilis; while 
in non-luetics the tertian types were most — nt. This appears 
to show that the presence of treponemal infection favors plasmodial 
infection. Other factors relate to of inocula- 
tion,'® amount injected,*° and time of taking donor blood.'* The 
type of tertian malarial strain ** or sex of recipient ‘** has no effect 
upon the fever type when intravenous methods are used. 

Our series comprises intravenously inoculated cases of central 
nervous system syphilis and appears to show a marked tendency for 
the compatible bloods to produce the quotidian form, 80 per cent, 
as compared with 54 per cent showing a daily type in the incom- 
patible group; and almost as marked tendency for incompatible 
bloods to produce a tertian type, 24 per cent, as contrasted with 
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6.4 per cent produced by compatible relationship. The mixed forms 
of fever are more frequently found with incompatible bloods—a 
ratio of 21 to Q. 

More important clinically, however, is the marked tendency for 
the daily type of fever to begin as a continuous type, lasting two 
to four days before remitting to the base line. This tendency was 
not observed in the incompatible series. Furthermore, in 9 cases 
(4.6 per cent) of the compatibly inoculated group series the tem- 
perature course was sufficiently malignant to require termination 
in four instances. In five other cases the termination was not 
accomplished rapidly enough to prevent death from exhaustive 
cardiac strain. 


COMPATIBLE. 


Fever type. 
No. of cases. Daily. Mixed. Tertian. Malignant. 
Percent. Per cent. Per cent. Per cent. 
Wethmar ...... 22 46 27 27 
Wendlberger ...  .. 45 15 40 
Muetler 46 76 13 10 
193 80 9 6.4 4.6 


INCOMPATIBLE, 


Fever type. 
No. of cases. Daily. Mixed. _‘Tertian. 
Per cent. Per cent. Per cent. 
| 15 6 12 82 
Wendlberger ........ 5 1.4 93.6 
60 40 35 25 
04 54 21 24 


The few cases that do not follow a typical course of post-inocu- 
lation symptoms, incubation time, or fever type, may be explained 
variously. A debilitated patient has a shorter incubation time and 
lower fever course.® Massive dosages of parasites may produce an 
overwhelming and sudden infection; or an appreciable tolerance 
exists in the case of small dosages.*® Individual resistance, either 
racial or acquired, influences the course. 

As regards blood compatibility, the agglutinating quality of red 
cells may be varied by malaria especially during the fever *® which 
is frequently selected as the time of transfer of plasmodium. Also, 
an individual serum of a known type may show quantitative varia- 
tion in its agglutinating strength for erythrocytes of an individual 
incompatible group as compared with other sera of the same type.” 
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FAILURES OF INFECTION. 


Failures of infection were early ascribed to the use of incom- 
patible blood * but with later reports ** the idea was modified by 
the belief that, in these cases, the prolongation of incubation time 
amounted to a relative failure. 

We cannot offer reliable data concerning this. There were 27 
(8.1 per cent) failures despite reinoculations (these have not been 
included in the previous series). Considering each inoculation 
separately, there were 66 intravenous trials, in 56 per cent of which 
incompatible blood was used. But each case, with one exception, 
had the advantage of receiving both types of blood 

In the examination of successful reinoculations, attempting to 
determine the blood-relationship cause for failure of the primary 
injection, we cannot offer reliable figures. If there are no clinical 
symptoms or only very few peripheral organisms found seven to 
ten days after an inoculation, it is our custom to immediately rein- 
oculate the case. Absence of infection within two weeks is cer- 
tainly not failure of infection. 

Complete failures may be ascribed to individual immunity, racial 
or acquired, and usually amounts to about 10 per cent.*® 


POSSIBLE EFFECT OF BLoop Groups ON CLINICAL REACTION. 


The few observations *° concerning the effect of blood group 
upon improvement have agreed that groups B and AB were resis- 
tant to malarial and antiluetic treatment as compared with groups A 
and O. These differences were quite marked, judging improvement 
by serological reactions. 

Regarding “improvement” as serological or mental improve- 
ment over a period of five months to three and one-half years, no 
such marked results were found in a study of our 305 cases. The 
combined A and O groups show 51 per cent improvement as com- 
pared with 48 per cent in the other types, an unimportant differ- 
ence of 3 per cent. By groups: A showed 53.6 per cent improve- 
ment; O, 52 per cent; B, 50 per cent; and the two cases in the AB 
group are unimproved. Previously published reports include only 
few cases of late cerebrospinal syphilis, however, and our cases 
include only this type. This may be the reason for the contrast 
between our results and others. 


\ 
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DISAPPEARANCE OF SEXUAL FORMS. 


It has been appreciated for years that gametocytes disappear 
during passages of inoculation malaria.1* One series of inocula- 
tions quoted shows that an original sexual strain lost its capacity 
for production of sexual forms in seven months over an unspecified 
number of passages, although 44 cases were examined. Gameto- 
cytes had completely disappeared from this strain after two and 
one-half years of use involving 252 patients.** 

Our strain has been in use since January, 1923, is known as the 
“Institute” strain (N. Y. Psychiatric Institute), and has been 
known to be asexual since 1926. I can verify this from personal 
experience—in so far as morphology is concerned—using numer- 
ous methods, including a recent “ moist preparation ” method.** 
Strict proof, of course, would be the failure to infect mosquitoes 
from this asexual” strain. 

One explanation for this disappearance is that of biologic adapta- 
tion.** This presumes that over a period of time in which there is 
no necessity for sexual forms for completion of the life cycle, some 
adaptation of the strain occurs with loss of sexual descendants. 

I wish to present another theory at this time, based upon plasmo- 
dial injury through the use of incompatible blood. The evolution 
of gametocytes has been traced back to the merocyte. If merozoites 
giving rise to gametocytes do not attain full development before 
being arrested physiologically—such as may happen with agglu- 
tination—this sexual cell perishes. And to carry the thought 
further, sporozoites may reach erythrocytes and may be able to 
develop, but this fully developed merocyte may have lost its capa- 
bility of sex-merozoite production. Sexual forms should disap- 
pear after the second or third incompatible passage if this “ agglu- 
tination injury ” theory is correct. 


SuM MARY. 


Laboratory evidence of injury to the plasmodium through mutila- 
tion of its erythrocyte host by incompatible serum may be readily 
demonstrated. In inoculation, when a number of parasites are dis- 
seminated from erythrocytes and their development thus disturbed, 
clinical results may appear as toxic phenomena, in a prolongation 
of incubation time—and, to a lesser degree—a frequency of tertian 
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and mixed types of fever. Conversely, by the use of compatible 
blood in intravenous inoculation, there appears almost a stimula- 
tion to speeding up of plasmodial development reflected clinically 
by short incubation time and malignant and quotidian fever types. 

Clinical application of these concepts through donor selection 
varies between choice of a quickly appearing and possibly over- 
whelming infection, which may be controlled by judicious observa- 
tion and intravenous quinine, and the selection of a slower develop- 
ing type of less extreme fever. The latter utilizes incompatible 
donor blood which carries a minimal probability of embolic sequel. 

We may state that clinically similar results might be attained 
either by a stated amount of compatible blood or by the use of a 
larger dosage of incompatible blood. But large amounts of the 
latter may result in alarming symptoms which are difficult of 
control. 

Compatible donor blood also provides a better chance of over- 
coming relative immunity in cases previously treated with malaria; 
and its use guards against extended periods of incubation. 

The selection of incompatible blood apparently does not influence 
absolute failure of infection, and its effect on the entity known as 
primary fever has not appeared important. 

Despite the fact that blood type is an important individual con- 
stitutional factor and the possibility that it may play some role in 
immunity, there is no evidence sufficiently marked to state there is 
any relationship between blood type and clinical improvement 
following malarial therapy. 


CONCLUSIONS. 


On the basis of experimental and clinical observations on the 
relationship of blood groups to intravenously induced malaria, we 
may conclude the following : 

1. Extra-vascular agglutination morphologically damages plas- 
modium. 

2. Intravascular agglutination results in clinical reactions sugges- 
tive of plasmodial as well as cellular damage, and the possibility of 
embolism is noted. 

3. Reactions to inoculation, the time of incubation, the character 
of the fever produced, all depend upon a number of complicated 
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factors, among which the donor-recipient relationship has a definite 
and appreciable effect. 

4. Co-relationship of blood group is of no great importance in 
affecting successful infection, and is of little clinical interest in 
determining primary fever. 

5. Blood type plays no definite role in the improvement follow- 
ing malarial and antiluetic therapy in general paralysis. 

6. An “ agglutination injury ” theory is proposed explaining the 
disappearance of gametocytes in inoculation malaria. 
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SEXUAL STERILIZATION. 
Four YEARS EXPERIENCE IN ALBERTA.* 


3y C. A. BARAGAR, B.A., M.D.C.M., GEO. A. DAVIDSON, M.D., 
M.R.C.P. Lonpon, W. J. McALISTER, M.D.C.M., anp 
D. L. McCULLOUGH, B. A., M. B. B. Cu., D. P. M. Lonpon: 


Human sterilization is not by any means new. Ever since sur- 
gery became antiseptic and aseptic, operations such as oophorecto- 
mies, hysterectomies, salpingectomies, castrations and prostatec- 
tomies have frequently been performed of which sterilization was 
one of the results, though not usually the main result or even a 
desired result. Sterilization for eugenical purposes, notwithstand- 
ing its tremendous significance, is of relatively recent origin, though 
it is reported that in Switzerland sterilization has been practiced 
in selected mental cases for many years as a matter of course. 

In the United States sexual sterilization has been legalized in 
certain states since 1907. According to Landman in 1932 30 states 
of the union had sterilization laws on their books and of these in 
27 the statutes were held as valid. In 23 of the 30 states steriliza- 
tion operations have been performed varying from 9 in Washington 
to 7548 in California. 

With respect to the British Commonwealth of Nations, Alberta 
is the pioneer in legislation of this character, and to the Honorable 
George Hoadley and a group of active supporters—chiefly organi- 
zations of women—must be given the credit for the vision and 
courage that has placed this statute on the books of the province. 

This statute, known as the Sexual Sterilization Act, being Chap- 
ter 37 of the Statutes of the Province, was assented to March 21, 
1928. It is brief and simplicity itself. Therein lie many of its 
merits. In some respects it may be thought not to have gone far 
enough, but as a first statute, for its educational value and for its 
simplicity, it is indeed admirable. 

The operation of the act is under the direction of a specially 
named board of four well-known residents of Alberta. Prof. J. M. 
MacEachran, head of the Department of Philosophy of the Uni- 


* Presented by permission of Hon. George Hoadley, Minister of Health. 
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versity of Alberta, is chairman. Dr. E. L. Pope, professor of 
medicine, Dr. E. G. Mason, and Mrs. Jean H. Field, constitute 
its membership. All, by reason of past experience and wide hu- 
manitarian interests, are particularly well qualified to understand- 
ingly and sympathetically adjudicate upon the cases presented to 
them. The Board is the sole authority having power to sanction 
the operation for eugenical sterilization, and names the hospital 
and surgeon for each operation. It meets quarterly and if necessary 
in each of five or more different centers in the province. 

The act provides for the sexual sterilization of certain inmates 
of mental hospitals whom it is proposed to discharge if the Board 
is unanimously of the opinion that this may safely be done provid- 
ing the danger of transmission of the disability to progeny were 
eliminated. Under “ mental hospitals’ are included not only the 
provincial institutions for mental disease and defect, but also special 
wards in certain general hospitals. ‘Thus suitable cases for whom 


there is no accommodation in one of the mental hospitals, or whose 
admission is not yet expedient may be presented to the Board. 
The classes of persons coming within the scope of the act are: 
Patients who are convalescent from a psychosis. 
Patients sufficiently improved from a psychosis to justify discharge with 
or without supervision. 
Patients who though unimproved might be cared for outside an institution. 
Mental defectives of all grades whose discharge from institutional care 
might be reasonably considered were the danger of reproduction removed. 


By virtue of Section 6 of the act the operation cannot be per- 
formed unless the patient has consented thereto; or, in the case 
of patients considered by the Board to be mentally incompetent 
to give consent, the husband or wife; or, if unmarried, the parent 
or guardian has consented thereto; or, where there is no parent 
or guardian resident in the province, the Minister of Health has 
consented thereto. 

Safeguards against abuse of the law are ensured not only by 
the provisons of the act itself, but also by the procedure adopted 
by the Board. 


Consent is necessary. 

All authority rests with a board composed of persons of high repute. 

Application to the Board for the sexual sterilization of a patient is made 
by a responsible medical officer, a psychiatrist in the Public Health Service, 
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and his recommendation must be supported by at least one other psychiatrist, 
also in the public service. 

A concise but comprehensive summary of each case must be submitted to 
the Board setting forth the facts with respect to family and personal history, 
physical and mental state, and with the reasons for recommending sterilization. 


The patient is presented in person to the Board and examined by the medi- 
cal members. 


Both surgeon and hospital act only when they receive the written authority 
of the Board for the operation. 


With respect to discharge while many of the convalescent patients 
operated on would have been discharged in any event whether 
sterilized or not, notwithstanding the risk of procreation, the fact 
that procreation is no longer possible has facilitated discharge. 
Many cases, however, especially mental defectives, have been dis- 
charged who would not otherwise have been discharged. 

While no special operation is prescribed in the act a vasectomy 
of the male and a salpingectomy in the female are the operations 
invariably performed. At times at the request of the parents or 
with consent the appendix has been removed and pathological con- 
ditions have been dealt with. In one case at the request of the 
parents a double oophorectomy was done in addition to the sal- 
pingectomy. The patient was a deteriorated paralytic epileptic girl 
with hypererotic tendencies. 

As to immediate surgical results there have been no fatalities 
and no serious complications. In two or three cases there have 
been stitch abscesses and in one case a protracted convalescence. 

The operation when performed on a female in reasonably good 
physical health, while a serious one like all laparotomies, in reality 
entails less risk than childbirth itself. In the male it is, of course, 
a minor operation and need not incapacitate the patient for more 
than a very few days. 

With few exceptions there have been no complaints following 
the operation. One man complained of a variable dragging sensa- 
tion of the testes afterwards, but it does not seem to have caused 
him any loss of time. Two women—both neurotic—complained 
of menstrual disturbances, in one case developing a year or more 
after the operation and in the other associated with numerous other 
complaints of a functional nature. These were not considered by 
the examining physician as related in any way to the operation. 
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One schizophrenic patient operated on during an improved inter- 
val relapsed into the former catatonic state following the operation. 

One girl, a defective with a slowly developing schizophrenic re- 
action, was sterilized. Her psychosis continued to develop and 
later she had to be admitted to a mental hospital. As she had shown 
tendencies to promiscuity the operation was a very desirable pre- 
cautionary measure. 

Another patient, a high-grade defective who had made a very 
unsatisfactory moral, social and economic adjustment complained 
that she had lost her womanhood and expressed the idea that as 
the Eugenics Board had directed the operation the government 
should support her. 

A social worker thought she noted a tendency in a number of 
the female patients to gain in weight and in a general feeling of 
well being. 

Not sufficient time has elapsed to ascertain definitely whether 
there have been any effects whatever with respect to potency, sex 
desire and sex satisfaction. Certainly no complaints or adverse 
reports have been received from any of the patients, 31.9 per cent 
of whom were married. Judging from the California reports 
none of importance need be expected. In their experience the 
great majority of both males and females experienced no change 
whatever, in a few there was a slight increase in libido and satis- 
faction, and in a rare case a slight decrease. Undoubtedly in mar- 
ried females the removal of all fear of pregnancy may have the 
psychological effect in some cases of heightening satisfaction. 


Notes ON CASES PRESENTED. 

As stated above the statute was assented to March 21, 1928. 
On May 10, 1929, the first operation—a vasectomy—was per- 
formed, and the second—a salpingectomy—on December 9, 1929. 
Since then the werk has been steadily increasing as shown below: 


Cases presented and 


Year. passed Operations performed 
4 3 
— 288 — 266 
1934 (to June 15) .... 126 


414 261 


1935] BARAGAR, DAVIDSON, McALISTER, AND McCULLOUGH OI 


This report, however, covers only the cases presented or operated 
on up to December 31, 1933. 

Of the 288 cases 87 were males and 201 females. Of these 48 
males and 158 females—a total of 206—have been operated on. 
Of the 288, 150, or 52.1 per cent, were presented from the Pro- 
vincial Mental Hospital, two from the Provincial Mental Institute 
(an institution caring mainly for chronic patients), 33, or 18.4 
per cent, from the Provincial Training School, and 12 from the 
psychopathic ward, a total from these institutions of 217, or 75.4 
per cent. Seventy-one, or 24.7 per cent, have been presented 
through the three mental health clinics at Edmonton, Calgary and 
Lethbridge. 

Of the 206 operations 98, or 47.6 per cent, have been performed 
in the University Hospital, Edmonton ; 56, or 27.2 per cent, in the 
Calgary General Hospital, Calgary; 24, or 11.8 per cent, in the 
Municipal Hospital, Red Deer; 14, or 6.8 per cent, in the Galt 
Hospital, Lethbridge; and 14, or 6.8 per cent, in the recently 
organized surgical center at the Provincial Mental Hospital, 
Ponoka. 

The ages of patients varied from 12 to 45, but as might be 
expected nearly 77 per cent are under 30 years of age, that is 
early in the reproductive period; and the largest group—30.2 per 
cent—fall within the half decade—16 to 20. (Table 3D—1, Fig. 
3—I.) 

Of the 288 patients, 87 were males (30.2 per cent) and 201 
females (69.8 per cent), 190, or 66 per cent, were single; 92, or 
31.9 per cent, were married ; two were widowed and four separated 
or divorced. (Table 3D—1.) 

At least 189, or 65.6 per cent, had never got beyond public 
school, and of these 19, or 6.6 per cent, were so low in intelligence 
that they were incapable of any public school work. With respect 
to race and nationality the attention of the Board has been pretty 
evenly applied. 

It is noteworthy that only 14.2 per cent of the 288 patients were 
regarded as self-supporting, and 24 per cent as potentially self- 
supporting, 34 per cent partially self-supporting and 27.8 per cent 
were dependent. Of these some were dependent by reason of their 
immaturity chronologically, and some by reason of their low in- 
telligence rating. (Table 7D—z2.) 
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In the matter of diagnostic classification 156, or 54.2 per cent, 


were defective. (Table 8—3, Fig. 10—2.) To this defect were 
in many cases added other problems such as sexual delinquency 
and other behavior problems, epilepsy and congenital syphilis. If 
one adds to these the 36 cases of mental deficiency with psychosis 
the total of those diagnosed as mental defectives with or without 
other complications amounts to 192, or 66.7 per cent, just two- 
thirds of the total. Formal psychometrics on those cases in which 
such a step was indicated or possible revealed that according to 
these tests 205 (71.2 per cent) of all cases were defectives with 
intelligence quotients of 75 or less. Of the 205 about two-thirds 
were morons and hence in the socially more difficult class, and 
one-third in the imbecile group, while six patients (2 per cent) 
were in the idiot group. It is noteworthy that at least one of these 
idiots as well as several with intelligence quotients below 30 had 
had illegitimate children. 

On the other hand, 123, or 42.7 per cent, were or had been 
psychotic, the manic-depressive and schizophrenic cases especially 
of the catatonic group predominating. The future of the defective 
is in general more easily predicted than of the psychotic and hence 
a larger proportion of defectives presented to the Board have been 
operated on. 

Of the 288 cases passed by the Board conditionally or uncon- 
ditionally 206 (71.5 per cent) had been operated on by December 
31, 1933. Various reasons, such as refusal or withdrawal of con- 
sent, consent not yet obtained, patient pregnant or not recovered, 
accounted for the fact that the operation had not yet been done in 
the other 82 cases. (Table 10—4.) In 18 of the 82, consent was 
subsequently obtained, and the operation performed in the early 
months of 1934. Refusal, withdrawal or cancellation of consent 
account for failure to have the operation performed in 39 cases, 
or 47.6 per cent, of the 82. There is a greater reluctance on the 
part of males than of females to seek or submit to operation. 

A consideration in some detail of the sexually moral reactions 
and childbearing records of the 201 female patients brings out in 
sharp relief some of the most cogent reasons for sterilization. 
Figs. 15—4, 18—5.) Of these patients 122 were single and 79 
were married. Of the single women 22 were regarded as having 
been promiscuous, 45 had had one or more illicit sexual experi- 
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ences described throughout the report as irregularities though not 
apparently promiscuous, nine were doubtful in this respect and only 
460, or 37.7 per cent, had clear moral records. It is to be remem- 
bered that the majority of these patients were defective and the 
rest had had mental breakdowns, and hence their conduct was to 
be interpreted as a symptom of impaired ability to make a social 
adjustment, and of lack of judgment and inhibition. Of these 122 
single women 40, or 32.8 per cent, had given birth to 58 children, 
an average of 1.45 children each. Of the 40 unmarried mothers 27 
had had one child each, 11 two children each, one three children 
and one six illegitimate children. The ages of the 82 nulliparous 
single women varied from 12 to 30 with an average of 20.9 years. 
The ages of the 40 unmarried mothers varied from 15 to 38 with 
an average of 22.7 years, hence the reproductive life of both groups 
had only just commenced. 

Of the 79 married women (including widowed, separated and 
divorced) there was a history of promiscuity in 10 and of irregu- 
larity in 11, while in 56 the records were clear. Here again, how- 
ever, with an unsatisfactory moral record in 29.1 per cent of cases 
the evidence of lowered power of social adjustment is clear. 

Of these 79 patients 75, or 94.9 per cent, had borne a total of 
300 children, an average of four children each. Of these children 
28 (9.3 per cent) were illegitimate. Eleven mothers had one child 
each, 12 two, 15 three, 10 four, 13 five, 5 six, 2 eight, 2 nine, 4 ten 
and 1 eleven children. 

Adding these 28 illegitimate children to the previous 58 gives us 
a total of 86 unwanted homeless children, or 24 per cent of the 
358 children born to the 115 of the 201 female patients. 

The ages of the 75 married multipara varied from 18 to 41 with 
an average of 30.9. The ages of the other four married women 
varied from 25 to 30 with an average of 28.2 years. This group 
was, therefore, in general in the middle of the child bearing period 
of life. 

As mentioned above the great majority of the single females 
were defectives (73.8 per cent), or if one includes mental defec- 
tives with psychosis, 86.1 per cent. While not so large a percentage 
of married women belonged to this group, of the 201, married and 
single, 135, or 67.2 per cent, belonged to the diagnostic groups 
of mental deficiency with and without psychosis, and hence to a 


| 


go4 SEXUAL STERILIZATION | Jan. 


great extent their inability to make a satisfactory social adjust- 
ment. In support of this is the fact that of the 86 illegitimate 
children 79, or 91.9 per cent, were born to this group of defective 
women. 

There was a definite history of venereal disease in 15, and a 
probable history of it in seven—a total of 22 (10.9 per cent) of the 
female cases. 

In parenthesis one may add that definite information about 
their 358 children would be of great value and interest. A limited 
social service personnel, great distances, the expense and the new- 
ness of the work have all prevented obtaining much in that respect. 
Considering the average age of the mothers, the average age of the 
children must be low, and as a matter of fact many are only infants. 
It is, therefore, utterly impossible to guess at the incidence of 
future psychoses among them or even to any extent at their mental 
developments. Of 281 (78.5 per cent) little or nothing is known, 
20 (5.6 per cent) are dead, 9 (2.5 per cent) are weak physically, 
20 (5.6 per cent) are at present normal and 28 (7.8 per cent) are 
known to be defective—certainly a large percentage even if all the 
rest were normal. We can only guess at what proportion of the 
281 are defective or doomed to a mental breakdown later on. It 
may not be large, and it may not be small, but certainly it will be 
above the average. (Table 13D—6.) 

The question will surely be asked, what of the moral conduct of 
those patients who have been operated on? One operative case of 
the doubtful group drifted into questionable habits after discharge, 
due, it is thought, to the influence of her sister. One of the irregular 
group, a defective who had had two illegitimate children, became 
promiscuous after discharge. These have both been readmitted. 
Four of the promiscuous group have, it is feared, returned to their 
former ways. But these are few indeed as compared with the 
number of pre-admission moral problem cases. 

The situation is summarized well in, Fig. 1g—6, where it will 
be seen that of the 158 operative cases 98 (62.0 per cent) had 
been discharged and were making a good moral adjustment when 
last reported as against 71 (44.9 per cent) before admission ; and 
only 2 (1.3 per cent) and 4 (2.5 per cent) were causing worry 
on account of doubtful and questionable promiscuous behavior 
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after discharge as compared with 11 doubtful (6.9 per cent), 49 
(31 per cent) irregular, and 27 (17.7 per cent) promiscuous before. 
There were in institutions at the end of 1933 47, or 29.7 per cent. 

This very reassuring improvement is doubtless due in part if 
not to a great extent to the effect of institutional training and to 
the follow-up contacts, though these contacts are admittedly in- 
adequate. But of one thing we are convinced, sterilization does not 
lead to increased immorality. 

A word about the moral reactions of the male patients. Infor- 
mation in this respect is inadequate, and the problem is not after 
all so important socially as in the case of the female sex. 47.1 per 
cent had previously good moral records which compares favorably 
with the 44.9 per cent of the female patients. 20.5 per cent had 
been doubtful, 23 per cent irregular and 9.2 per cent promiscuous. 
We have assembled no information about their children. The 
great majority of the men were, of course, single. There was a 
history of venereal disease in only seven cases. 

In passing it is interesting to report that in two cases—one male 
and one female—sterilization has had the effect of keeping together 
a family that would inevitably have been broken up through sepa- 
ration. In two other cases sterilization has certainly prevented 
further mental breakdowns, and in the case of one mentally de- 
fective woman making a very satisfactory adjustment under the 
circumstances it enabled her to continue to do so. 

Another interesting fact is that six patients who were operated 
on subsequently married. They were all females—morons except 
one, an imbecile, with I. Q.’s varying from 45 to 64. Two are 
making a very satisfactory adjustment according to last reports, 
due it is thought to the training they had received in the Provincial 
Training School; two a fair adjustment; one (I. Q. 45) rather a 
poor adjustment, on relief since marriage; and one very soon 
drifted away from home and back into her former unsatisfactory 
mode of living. She had been one of the promiscuous group. 

A few observations are necessary with respect to one aspect of 
the study of these cases that is exceedingly important from a 
eugenics standpoint, and that is the evidence of morbid heredity. 
As shown in Fig. 22—7, in 16 per cent of the cases there was evi- 
dence of insanity; in 2.1 per cent of epilepsy; in g per cent of 
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alcoholism ; in 15.6 per cent mental deficiency and in 18 per cent 
other evidence of neuropsychopathic disturbances. Altogether in 
60.8 per cent of the cases there was evidence of a mental morbidity, 
a taint if you like, in the family, and a further study of the detail 
will show more convincingly how overwhelmingly significant these 
facts are. In many of the families there was a multiplicity of 
significant historical facts. 

The nature of the problems dealt with and the appropriateness 
of procedure adopted may very well be illustrated by the citation 
of four specimen cases which are not by any means unique: 


(a) Male: 27, married, a defective (M. A. 8 years, I. Q. 50), psy- 
chotic attacks, shiftless, delinquent. Father and mother both 
psychotic and in mental hospital. Sister psychotic. Wife—a de- 
fective, M. A. 6 years 10 months, I. Q. 45, repeatedly in hospital. 
Only child a defective and in the Provincial Training School. 

(b) Male: 30, single, a defective (M. A. 10 years 3 months, I. Q. 64), 
promiscuous. Father was insane and in hospital; one brother 
insane; one brother suicided; several brothers defective. 

(a) Female: 17, single, a defective (M. A. 8 years 10 months, I. Q. 
55), promiscuous, venereal disease. Father and paternal uncle 
alcoholic; paternal uncle a drug addict. Mother and maternal 
grandmother psychotic, suicided. Brothers—one retarded; one 
deserted wife and five children. Sisters—one retarded; one died 
status epilepticus; one has six illegitimate children and has ve- 
nereal disease. 

(b) Female: 35, married, borderline defective and psychoneurotic and 
physically weak. Maternal grandmother insane. Husband a de- 
fective with irritable spells. Children—four defective (two deaf 
and dumb as well), one a physical weakling, and one only appar- 
ently normal. 


GENERAL REMARKS. 


So much for the cases in detail. From a study of them certain 
general conclusions may be drawn. First, there are two great 
psychiatric problems involved—problems more or less closely inter- 
woven and yet distinct. They are the problems of mental deficiency 
on the one hand, and of mental disease on the other. Associated 
with these problems, especially mental deficiency, and frequently 
arising out of them are those very grave problems of social malad- 
justment—moral, antisocial, economic—and of unmarried mother- 
hood and illegitimacy. 
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Of the two mental deficiency is socially the more serious for 
here by reason of the mental defect we find individuals more or 
less incapable of profiting by ordinary systems of training, often 
incapable of making a satisfactory economic adjustment especially 
as parents, lacking in the discretion and inhibitions that enable 
individuals to conform properly to the requirements of the social 
group and yet reacting in a primitive and unacceptable manner to 
the urge of fundamental emotions, unduly prolific both within and 
without marriage and prone to pass on to posterity their own de- 
fects and to bring into the world children doubly handicapped by 
both heritage and early environment. Clearly they should not be 
permitted to assume the burdens nor the responsibilities of parent- 
hood. And yet again by reason of their defect neither prohibition, 
supervision nor ordinary preventive measures are likely to prove 
effective. Sterilization is for them the only rational, the only 
logical procedure. 

As for mental disease the situation is somewhat different. Not 
only is there the risk or tendency to pass on to posterity the pre- 
disposition to psychosis, instability or defect, there is the environ- 
mental effect of broken homes, of the frequent deprivation for 
children of at least one parent or of the undesirable presence in 
the home of a mentally diseased person. In the case of females 
who have had a breakdown there is the menace to continued good 
mental health that the stress that child bearing and rearing im- 
pose. Certainly the person who has had a mental breakdown 
should have the right to exemption from assuming or increasing 
the burden of parenthood and without sacrificing altogether the 
right to a normal married life. 

In addition, as child welfare officials know, there is the growing 
and understandable disinclination on the part of prospective foster 
parents to accept a child with a bad family history whether of 
insanity or of defect. 

To us these appear unanswerable reasons in favor of sterili- 
zation in properly selected cases. 

In cases of mental disease rarely does the physician fail to advise 
against marriage if marriage means parenthood, and yet marriage 
might under some circumstances be permitted if there were no 
such risk. Ordinary measures of contraception consistent with 
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normal married life are, even for intelligent people, notoriously 
unreliable. Where prevention of conception is so important sterili- 
zation is the only logical and absolutely dependable procedure es- 
pecially where it involves no appreciable risk for the male and for 
the female less risk than childbirth. As previously suggested rarely 
does a man or woman hesitate to sacrifice not only procreative 
power, but even the essential organs of reproduction when neces- 
sary for the sake of physical health, and rarely under the circum- 
stances does the surgeon hesitate to operate. The mental health 
of the individual and of the race are fully as important and es- 


pecially so when weighed against the sacrifice of mere procreative 


ability alone. The question of mental health is one of great sig- 


nificance ; it is in many respects a matter of life or death for the 
race. 
Apart from an unfortunate and thoughtless tendency in some 


quarters not excluding our own profession to treat sexual sterili- 
zation with levity its great importance is becoming more and more 
widely recognized. There have been no criticisms of this work 
in Alberta and it is progressing steadily and smoothly. This is 
perhaps largely due to the composition of the Board, and to the 
great care exercised in the selection and preparation of cases, and 
also to the fact that invariably every effort is made to secure the 
intelligent cooperation of the patient or responsible guardian. 
Among those in this province who are carrying social welfare re- 
sponsibilities, and have daily to deal in a practical way with the 
problems involved there is a steadily growing faith in sterilization 
as an effective and reasonable method of bringing about at least 
a partial solution, recognizing of course that neither sterilization 
nor any other one procedure will prove a complete cure. Steriliza- 
tion does not, of course, take the place of hospital treatment in 
the case of patients with mental disease, nor does it make any the 
less necessary the very essential training carried out by institutions 
for the mentally subnormal. Neither does it make less desirable 
the very important contact work and supervision carried on by 
the corps of social workers in any adequate mental health program. 
Though a wise provision sterilization as a policy is one that should 
be put into practice with the utmost care and deliberation and 


without expecting too rapid progress especially during the early 


pi. 
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stages, and until public opinion has become fully appraised of its 
undoubted wisdom and practicability. 

In the mental institutions of Canada there are now some 35,000 
patients. It is probable that there are as many more, chiefly de- 
fectives, outside or in other institutions, many of them constituting 
serious social problems. Medical science through its achievements 
is performing miracles in the preservation of life, but is doing 
little or nothing to counteract the growing menace that these great 
problems constitute, and which are probably actually aggravated 
by these very achievements. Many of the mentally and physically 
unfit are now being preserved for parenthood who would in the 
old days have perished in the struggle for existence. And yet 
sexual sterilization, rationally applied, in selected cases offers 
within limits an effective means of dealing with these growing 
problems, and this without effect on the personal health or liberty 
of the individual. Thus may be taken at least one step toward 
racial improvement. 

The greatness of a country depends not so much upon the numbers of its 
people as upon the high mental and physical standards of its citizenship. 


SUMMARY. 

1. The Sexual Sterilization Act of Alberta was assented to 
March 21, 1928. 

2. Up to the end of 1933, 288 cases—87 males and 201 females 
—had been passed by the Eugenics Board, and are dealt with in 
this report. Of these 206—48 males and 158 females—had at 
that time been operated on. 

3. These operations—a vasectomy or salpingectomy—have been 
followed by no serious sequel. 

4. No complaints have been received as to any change in libido 
or sex satisfaction, and none are expected. 

5. Of the 288 cases 156, or 54.2 per cent, were diagnosed as 
mentally defective ; 36, or 12.5 per cent, as mental deficiency with 
psychosis and 87, or 30.2 per cent, as otherwise psychotic and 9, 
or 3.1 per cent, as borderline cases including one with an exceed- 
ingly bad family history though otherwise normal. 

6. Social problems, such as immorality, illegitimacy, delinquency, 
dependence, partial or complete, were prominent features in many 
of the histories. 
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\SSOCIATION-MOTOR INVESTIGATION OF THE 
PSYCHONEUROSES. 


CLARKE H. BARNACLE, M. FRANKLIN G. EBAUGH, M.D. 
AND FREDERICK LEMERE, M. D.* 


( rado Psychopathic Hospital, Denver. Colo.) 


\lost physicians are familiar with the effects of emotion on both 


he vegetative and higher integrative functions of the body. They 
oon develop the ability to detect affective tension in the expression, 
eech, or actions of the patient. The accelerated pulse, the irregular 


1e dilated pupil accompanying fear, hate, or love 


re Sigt t sympathetic stimulation which may be observed clini 


cally. Ca as demonstrated, experimentally, 1n animals, and 


Wier human beings, many of these physiological effects 
tensio1 | if101 of the effects of emotion on the 
her, psvchologieal functions of the organism has been more or 

| 


to the study of word association. This method was 

vy Galtor and Wundt * and has been developed into a 
ful clinical procedure through the word-association experiments 
ifferent methods 
hich are being used clinically for the detection of emotional ten- 


, lwo of then the polygraph, or * Lie Detector.’ and the 


psychi vanic  reflex—have to do with physiological manifes- 
tations of atfect. The other two, the word-association of Jung and 
n +] 99971 1 ] eal 

tor method of Luria, are psychological studies of 


Phe polygraph, or “ Lie Detector,” was developed in its present 


larcon ® who has used it almost entirely for the detection of 
sf \ alll | rely Tor the ¢ 
+ + 14 ] ] it 
| \ Sil cord of pulse, respiration, 
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tension. A list of w S é the tie iate and, at the 
same time, a record is 1 yf the sk esistane \ny fluctuation 
in the latter indicates that t mulus word h itfective 
disturbance. According to Landis,?° th ver 200 
articles on the “ psychogalvanic reflex ” since 1910. The consensus 
of opinion at the present is that the “ reflex” is discharged through 
the pilomotor nerves which innervate the membrane around the 
sweat glands. The advantage of this method and of the “ Lie 
Detector ” is that they depend on physiological changes which can- 
not easily be simulated. These methods have been criticized on the 
basis that physiological processes may be activated by non-affective 
stimuli and that, at best, they ar¢ y rough indicators of complex 
psychological disturbances 

Jung ™ began his experiments h the word-associat method 
in 1904 and found that affect, whether conscious or not, interfered 
with the freedom of the normal associative processes. He believed 
that affect interferes with attention which is necessary for true 
association. Disturbances in association are manifested in Jung's 
experiments by a prolonged reaction time and by superficial types 
of association. Bleuler** has said that associati one of the 
primary functions of mentation. As such, it has en to be an 
excellent indicator of the « tional tension Npanying com- 
plexes. The method is well established in clinical psychiatry 

After seven years of research, Luria ** has recently perfected a 
method of recording emotional tension which has certain advantages 
over the three methods already discussed. He has combined Jung’s 
word-association with voluntary and involuntary motor activity. 
The patient presses down on a pneumatic receptor with the right 
hand each time he responds witha sociated wot ‘he left hand 
remains passive and only involuntary tremors are recorded. The 
response to each stimulus word, therefore, is ery complicated 
reaction which, Luria states, requires a high degree neurodynamic 
organization for its completion. The underlying theory advanced by 
Luria is that emotion disorganizes the personality and interferes 
with the smooth carrying out of the set reaction. Luria has found 
that the neurodynamics involved are fully organized only after 15 
years of age. He has demonstrated, in experiments in which the 
blood pressure, the respiration, and the pulse rate were recorded 
coincidentally with the voluntary and involuntary motor activity, 


| 
| 
| | 
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that the latter are more dependable as indicators of disorganization 
of personality. As a result, he has discarded physiological manifes- 
tations of affect from his procedure. Luria has used his method 
mainly in the study of affect during tense situations related to 
examinations, crime, and artificial conflicts. Huston, Shakow, and 
Erickson ** have made a very beautiful study of hypnotically in- 
duced complexes by means of the Luria technique. Our object in 
experimenting with Luria’s procedure has been to see whether or 
not it could be used to supplement our routine studies and psycho- 
therapy in the psychoneuroses. 


APPARATUS. 


Our work with the Luria apparatus began in December, 1932. 
‘rom descriptive photographs in his book, ‘* Nature of Human 
Conflicts,” and a personal communication, we were able to perfect 
a pneumatic system consisting of four tambours—two receiving 
(right and left hands) and two recording—and connecting tubing 
(Fig. 1). The hand receptors, of which the left was the most sensi- 
tive, transmitted pressure to the receiving tambours and, hence, to 
the recording levers. A simple electrical signal magnet system was 
incorporated to introduce the latent period factor—the time between 
stimulus word and response. An electrical pendulum timer, record- 
ing in seconds, completed this essential. Smoke drum kymographs, 
driven by a spring motor, were originally used. A wooden arm rest 
and screen were included in the set-up. We worked with this ap- 
paratus for many months, completing half of the material reported. 

An experiment with an all-electric set-up, introducing electrical 
arms working in a magnetic field and small rheostats recording 
various degrees of pressure from the receptors, was discarded be- 
cause of the innumerable electrical and mechanical sources of error. 

Our present apparatus (Figs. 2, 3, and 4) is the result of further 
technical experimentation and incorporates four miniature fountain 
pens and recording paper (Fig. 5). Essentially the same set-up is 
maintained and we are able to use as many stimulus words as desired 
without mechanical interruption.* 


* Since completion of this paper, we have developed a new portable ap- 
paratus which is now being manufactured by The Denver Fire Clay Co., 
Denver, Colo 
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emotional and situational factors that have been unknown to us and, 
perhaps, to the patient as well. In the beginning of our work we 
gave alternately one critical and one neutral word but found in many 
cases post-critical tension peace over through the neutral associ- 
ation to the succeeding critical word. The time between critical 
words was evidently too short and introduced a source of error in 
the interpretation of records. At present we give alternately two 
neutral and one critical word with seemingly less confusing results. 
ere little information was available concerning the 
patient, we utilized Jung’s 100 chosen words for association but we 
subsequently discarded this list since frequently two or three critical 
words were grouped together and many of the words were un- 
common and poorly associated. Thus, records were often confusing 


in interpretation and it was difficult to ascertain exactly which 


assocl 


ation produced tension and disorganization in the response. 

As a rule, 50 stimulus words are given of which 16 are critical 
from a clinical standpoint. The number of words used has varied 
from 25 to 160. We find that the patient becomes fatigued after 
about 75 words. To rule out fatigue as a source of error, we have 
compromised on 50 words. 

Our procedure has been more or less standardized. Each subject 
is examined under practically the same circumstances. Investigator 
No. 1 explains the experiment using the same words in explanation 
to each subject. Attempts are made to put the patient at ease and 
lessen any apprehension directed toward the apparatus and the 
results obtained. No visitors are allowed in the room at the time of 
testing. All disturbing and extraneous noises are eliminated. 

Investigator No. 2 observes the subject and in cases of misinter- 
pretation of instructions or poor cooperation, the experiment is 
terminated until the errors of procedure are rectified. 

We are careful to emphasize the fact that the subject should 
respond simultaneously both in speech and in motor action, that is, 
he must press down with his right hand at the same time that he 
responds with the associated word. This has been strongly empha- 
sized by Luria in his writings. The subject was always instructed 
to press with the preferred hand. In left-handed individuals, it was 
necessary to have them cross their hands. The apparatus was so 
constructe 
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3. Repetition of previous stimulus or response words (“ blackmail- 
trouble, jail—itrouble”’) (Fig. 171 
4. Clang association (‘ pain—rain”’) 
5. Sentences, phrases, and definitions in response to stimulus words 
(“ glass—look through”) (Fig. 8). 
Inal y to hear stimulus word, or misinterpreting stimulus word when 


eard. Psychogenic blocking on the receptive side of the reaction (see 


Qa, ob F 


Note.—Inability to hear critical words “side” and “ pain.” Right 


‘Oo speech response at all or expressions of inability to association, 


such as “I can’t think,” “I don’t know,” or “It doesn’t come,” and 
st-critical speech disturbance affecting the following association. 


Any Irregularity in the Right Hand Pressure.—Affective 


ion of any great degree is manifested by disturbances in the 


hand pressure curve. Some of the abnormalities seen in the 


right hand curve are: 


1. Increased pres gs. I3a, 13b) 

2. Decreased pressu ge. 8) 

3. Irregularity of pressure curve (Figs. 15a, 15b) 

j. Preresponse—patient starts to respond, then inhibits himself before final 


Tron 


Pe 
4 


xtra-signaling—tension still discharges itself in extra-pressures atter 
the initial response has 15a) 
motor response—com] 
st-critical motor disturbance affecting the lollowing association. 


Involuntary Left Hand Treinors or Pressures—I\nvoluntary 


ett hand tremors or pressures may be due to an overflow of tension 


1 the right hand or may be primary. (See Figs, 10 a, 10 b.) 
honeurosis, Hysterical Reaction—White female, age 18 years, single, 


inmate at state industrial school tor sex delinquency. Complete examina- 


had 


{ latinn } 1 4] 
tion justified our formulation of hysterical reaction type. Complaint that she 
attempted to swallow pins,’ choke herself. Extremely resistive to 
hment and disciplinary measures. While in hospital developed a period 


punis 
of co 


delinc 


nfusion terminated by ggestion. Marked feelings of guilt over sex 


juency, fear of venereal disease, general insecurity, and worry over 


poverty. 


pu 

ind 
ld 


rl Left hand tension to critical words venereal disease, guilty, 


iment,” and “poor.” Abnormal speech response to words “ guilty,” 


| sychoneurosis, Hysterical Reaction—White man, age 27 years, 
complains of pain in shoulder and side. Hearing normal. 
hand tension with preresponse to “ pain.” 
D 
response (Fig. 6). 
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tude of the control towards the experiment made a great 
the results obtained. Those on the defensive were apt 


difference in the 
O MaKe supericial Or outer associations. nose who made true 
ssociations as a rule had less tension and apparently less conflicts. 
Certain words such as “abortion” or “ self-abuse’’ aroused re- 
tance with prolongation of reaction time and difficulty in associ- 
ting. A rule, however, even such words as these gave only 
lerate signs of tension. 


left handed controls were told to cross their hands, this 


y alter their reactions. 


In to noticeabl 
indi- 


did not see 
In the comparison of findings in 50 so-called 
luals (controls) and 50 psychoneurotics, it is noted that there is 
consid y more disorganization in the psychoneurotics. This is 
heated by prolonged average reaction time to all stimulus words 
(neutral, critical, and post-critical ), approximately twice the amount 
of speech distu ice, and similarily greater percentage of motor 
disturbance, both local and general. (See Table I.) 
rABLE 
React I ls M 
Net ‘ al turbar loca General 
is Per cent. P Per c 
( nt (Ss 
normals”) 50 1.9 2.9 7 8 
Psyche es O 35 20 
& AL. APPLICATION OF ASSOCIATION-MoTor METHOD. 
lhe primary purpose of our attempt to use the association-motot 
apparatus 11 » psychoneurotic reaction types was to determine its 
practical value in diagnosis and treatment. Our experience to date 
although limited, place in the psycho 


is that it does have a definite, 
therapeutic armamentarium. We have frequently been able to pick 
up conflicts which otherwise may have len, such as is 

(See Fi: 
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remained hid 
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illustrated in the following cases. 
( c on problem. Patient feels that he is not getting enough com- 
pensation for his tuberculosis. Antagonistic to psychiatric examination. Ad- 
been in penitentiary after seeing tension in response to word 


mitted havin 
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Right and left hand tension to critical words “ guilty,” “ auto- 
mobile,” “accident,” and “law.” Abnormal speech response to words, “ auto- 


mobile” and “law.” Post-critical tension to word “ automobile.” 


Psycl s, Anxi State-—White male, age 37 years, single, book- 
\dmitted to Colorado Psychopathic Hospital with complaints of 
ery ( severe an apprehension, and insomnia. History of aggres- 
sive overt homosexuality for past 20 years. Recourse to periodic alcoholism 
for past three years. During recent debauch contacted a negro who later 
attempted to blackmail patient with publicity and jail. Threatened his life 
No Right hand tension to critical words ‘ nervousness,” “ nigger,” 


‘blackmail, “hammer,” “ sex,” and “abnormal.” Perseveration in speech 


respons¢ ible t critical words “3 vil,” “fear,” “insecure,” and 


We have noted reorganization of the neurodynamic reaction pat- 


tern following successful psychotherapy. This reorganization 1s 
indicated by an increasing uniformity and regularity in the associ 


‘tor r rds. The stabilization is probably not due to mere 


repetit of the test procedure, since the repeated records of un- 
successfully treated patients continue to show disorganization and 
irregularitv. We find a rather close relationship between manifest 
erap on in the association-motor studies and clinical 
improvement. The following case is illustrative : 

Psy mepul sr State-—White male, aged 22 years, 
ingle, student. Complains of panic; anxiety; insomnia; obsession centering 
ibout - high places, buildings, and traffic; fearful that his “ heart will 
stop beating”; fear of darkness and death. Overprotecting mother. Marked 
nsecu One s hers told him that he was an introvert. Worried 
ibout this a great deal and recently withdrew from college 


Association-motor studies were made during the initial interview (see 


Figs. 18a, 18b, 18c) and repeated after a period of psychotherapy (see Figs. 
19a, 19b, 19 At the time of this writing the patient shows considerable 
mprovement 

NOT! See F1 18a, 18h, 18c.) Generalized motor disorganization mani- 
fest in 1 hand markings and prolonged reaction time to both neutral and 
critical w malitie re part rly noticeable in response to the 
critical words “inferior,” “high place,” “death,” “ mother,” “ sweetheart,” 
“ teacher fear d “ heart 


Noti See Figs. 19a, 19b, 19c.) Reorganization indicated by an increas- 


ing uniformity and regularitv in the reactions. In general, the motor 
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disturbance and prolonged reaction time are markedly decreased. Some 
tension still present in respot t ritical words noted in slight motor dis- 
turbance and a post-critical type of response 

A comparison of the three different psychoneurotic reaction types 
shows that tension in the anxiety states is more apt to be generalized 
while, in the other two groups, it is fairly well localized to the 


psychogenic factors. The anxiety states also show a greater ten- 
dency for tension to be expressed in prolonged reaction times and 
greater speech disturbances than in the hysterical and obsessive- 


compulsive. (See Table II.) 


TABI I] Mot 
Rea 1 e (in se Speech 
Lo G 
P P Pe Pe: 
Psychoneuroses Neutral Critica critica cent ent ent 
Anxiety states, 24... 2.7 5.4 3.4 {I 33 30 
2.3 2.9 31 21 
Obsessive-compulsive, 


Objectivity is an essential part of the psychobiological approach to 
the study of clinical problems. The association-motor studies in 
many cases give us data which can be utilized in psychotherapy both 
in establishing rapport as well as in furthering aeration and venti- 
lation of conflict material. 


SUMMARY AND CONCLUSIONS. 


1. We have presented our modification of Luria’s association 
motor apparatus with detailed explanation of methodology 

2. This method of investigation was applied to 50 so-called 
“normal ” controls and 50 cases of the psychoneuroses 

3. Luria’s method seems to be more effective in the study of 
emotions than other methods mentioned. 

4. We believe that association-motor studies have a definite place 
in the investigation and treatment of the psychoneuroses. 
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TWENTY-FIFTH BIRTHDAY DINNER OF THE 
NATIONAL COMMITTEE FOR 
MENTAL HYGIENE. 


3y PAUL O. KOMORA. 


The National Committee for Mental Hygiene celebrated its 
twenty-fifth anniversary on November 14. On this date 600 leaders 
in mental hygiene, medicine, psychiatry, education, social work and 
other fields attended a dinner given at the Waldorf-Astoria 
Hotel in New York City to commemorate the founding of the 
committee and to honor its founder, Clifford W. Beers. Noted 
speakers paid tribute to his achievements and those of the new 
world-wide socio-scientific movement he started a quarter of a 
century ago, beginning with his organization of the Connecticut 
Society for Mental Hygiene in New Haven, in 1908. President 
James R. Angell characterized the mental hygiene movement as 
“ without a parallel in the great achievements of our own day,” and 
urged its leaders to continue their efforts to educate the public at 
large in its work and aims. “ It would be difficult,” he said, “ to ex- 
aggerate the importance of the work that has been done in the 
field of mental hygiene by this organization, which owes its origin 
to the heroic pioneer labors of Clifford W. Beers. Nor could one 
easily overstate the necessity for continuing and developing this 
program, not only in our educational institutions, but also in the 
general community where a wider knowledge of the value and pos- 
sibilities of preventive methods and measures is so indispensable.” 

The great significance of the movement, according to Dr. Angell, 
apart from its contributions to individual lives in the amelioration 
of human suffering, was in its impression on the public conscious- 
ness as a powerful social force in dealing with human problems 
and difficulties as they arise in the courts, in schools, in welfare 
work, and other agencies in the community. “If I were asked to 
say at what point I should place the issues of most critical signifi- 
cance today,” President Angell continued, “it would be in con- 
nection with basic scientific research, designed to put in our hands 
more exhaustive and precise knowledge, not alone of the causes 
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of maladjustment and the outright nervous and mental diseases, 
but also of the therapies effective for their prevention and cure. 
Despite the very real progress which has been made in the last 
two or three decades, this has been a sadly neglected field of 
medicine and it is of the utmost importance that every possible 
energy be directed to the fullest understanding of the mental and 
physical processes which underlie healthful personality and a sound 
community life.” He expressed the hope that the next 25 years 
would “see us equally successful in getting behind the curtain 
which still screens from us the essential causes of this great body 
of mental ailment which is so terrific, so terrible a burden on the 
social group, and which in the lives of individuals brings so much 
terror and unhappiness.” 

As if in anticipation of President Angell’s address, Dr. Clar- 
ence M. Hincks, General Director of The National Committee for 
Mental Hygiene, announced that the Scottish Rite Masons of the 
Northern Jurisdiction of the United States have undertaken to 
finance the National Committee in an effort to map plans for the 
development of research in dementia przcox, the most significant, 
numerically and perhaps clinically speaking, of all the serious forms 
of mental disorder. Success in this direction, Dr. Hincks predicted, 
“would be of untold benefit, not only in our own day but in the 
centuries to come.” Dr. Hincks also announced that the Carnegie 
Corporation of New York has made a grant to the National Com- 
mittee to study problems connected with the selection and training 
of teachers for elementary and secondary schools. Next to the 
development of child guidance clinics, the committee regards this 
as one of the most significant activities it has so far undertaken 
from the standpoint of prevention. “ We look upon this assign- 
ment,” Dr. Hincks said, “as of great importance because of our 
conviction that by affecting the quality of the teaching profession 
in this country we will affect the adjustment and mental health of 
millions of children.” 

Dr. Arthur H. Ruggles, President of the National Committee, 
presented a report on 25 years of organized work in mental hygiene 
which showed, among other results, the enormous development 
of treatment facilities that followed the campaign of institutional 
reform launched by the committee when it began active work. 
“In this process,” Dr. Ruggles said, “the committee strove to 
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remove the stigma associated with diseases of the mind from time 
immemorial, to spread newer and more hopeful conceptions of 
the nature of mental diseases and their curability, and to break 
down the isolation of state hospitals from the general stream of 
community life. Thanks to the stimulus of the mental hygiene 
movement and its educational influence, many thousands of hitherto 
untreated cases were uncovered, more and more of which were 
brought under treatment as public confidence in these institutions 
increased and with it public willingness to use them.” 

With the improved method of treatments in vogue today, he 
pointed out, state mental hospitals are doing increasingly effective 
work, the results in some of the best of them now comparing 
favorably with hospitals for other forms of illness. “ In develop- 
ing its program in recent years,” Dr. Ruggles brought out, “ the 
committee has shifted the emphasis to work for prevention. The 
major activity of the National Committee in this direction has been 
the development of child guidance clinics and other types of com- 
munity organization in mental hygiene. Between 600 and 700 men- 
tal health clinics are now in operation in some 35 states.” 

Dr. M. J. Rosenau, Professor of Preventive Medicine and Hy- 
giene at Harvard University, described mental hygiene as a “ new 
comer” that “had not yet found its place in public health pro- 
cedures,” but predicted that in time it would “take an abiding 
place as a large and important chapter in the book of preventive 
medicine.” Knowledge of the mind and its workings, he said, was 
necessary to cure a troubled individual or a troubled society ; and 
that further achievement of mental hygiene aims “ would give 
greater stability to our institutions, would contribute to the ad- 
vancement of social justice, and would furnish the good will and 
the good sense to enable us to avoid war and achieve peace.” 

A plea for the recognition of mental health values in social 
planning was made by Dr. Adolf Meyer, one of the founding 
members of the National Committee, who called for a more humane 
outlook upon the individual in the development of modern science. 
‘ Millions of our citizens declared themselves for the New Deal 
in our public life last week,” he said. “ Let us help by making it 
through and through a humanly fair deal, one that will also pay 
attention to the human factors of individual and social life, and 
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will be more intelligible to the rank and file as an illuminating na- 
tional and human philosophy.”’ 

Dr. Jacob Gould Schurman, former Ambassador to Germany, 
who introduced Mr. Beers as the last speaker on the program, 
recalled the origins of the mental hygiene movement and his own 
participation in the organization of the National Committee as one 
of its founding members. Alluding to Dante whom his fellow 
citizens in Florence had pointed out as “ the man who has been in 
Hell,” Dr. Schurman described Mr. Beers as one who had “ en- 
tered into the actual inferno. He descended into hell and for three 
years he was a denizen of that terrible kingdom of unreason. His 
book is the faithful and intimate record of his experience and 
sufferings in that undiscovered country. They burned themselves 
into his very soul and were never forgotten in any phase of his men- 
tal health. Add to this the further facts that he possessed unsus- 
pected literary gifts and that his writing is characterized throughout 
by the unmatched eloquence of sincerity, and you will have no 
difficulty in understanding why A Mind That Found Itself not only 
became a literary classic but exercised an extraordinary influence 
in the mitigation of human suffering and in the increase of human 
happiness.” 

Mr. Beers spoke extemporaneously and told in an intimate way 
of some of his experiences while developing the National Com- 
mittee and the mental hygiene movement in general. In explaining 
to the audience how he had been able to digest the great amount 
of praise that had come to him in connection with the twenty- 
fifth anniversary and in the recently published presentation book 
of anniversary tributes entitled, ““ Twenty-Five Years After,” 
Mr. Beers said he had been able to divide the praise, in his own 
mind at least, by “ passing any excess of it over to the cause, ready 
to draw some of it back when in need of inspiration.” In elaborat- 
ing this idea, he said further, “ work that comes from the heart 
doesn’t affect the head. It is only when one does his work with 
his lungs, and the lungs only, that something blows up.” 

At another point in his talk, Mr. Beers said “ we have been 
hearing a great deal lately about the need of more streamlined 
trains, but what are needed in my opinion, are more streamlined 
brains—ones that get where they want to go with the minimum of 
friction.” Pointing out that the admitted success of his work had 
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now robbed him of the stimulus he formerly received from the 
many who formerly thought his plans grandiose and impossible 
of accomplishment, he presented an as yet un-achieved purpose, 
“for sceptics to look at askance,” namely, his project for an In- 
ternational Institute of Mental Hygiene, to serve as a world center 
in regard to organized work in the field of mental hygiene. He 
said further that he hoped that some person of wealth would find 
it possible to finance this project, which would require a gift of 
several millions of dollars, “ for the erection of a suitable building— 
a sort of temple to the mind—and an adequate endowment for the 
carrying out of the work.” As to the place to locate this Interna- 
tional Institute, Mr. Beers recommended New Haven, “ where 
the mental hygiene movement began and where he, a native of the 
city, also began.’’ He added, however, that the proposed Interna- 
tional Institute should be an independent institution “ not a part 


of Yale or any other university, no matter where it might one day 
be established.” 
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Comment. 


PSYCHIATRY IN THE ONTARIO PROVINCIAL 
SERVICE. 


A Canadian development which is very gratifying to all who are 
interested in the advance of psychiatry as a science and in the insti- 
tutional care of patients as a major social and medical problem, has 
recently taken place in the Province of Ontario. At the instance 
of the Minister of Health, Dr. J. A. Faulkner, the government of 
Ontario has taken a decisive step the purpose of which is the elimi- 
nation of even the shadow of politics in the constitution and mainte- 
nance of the medical services in the provincial hospitals. This step 
is embodied in an order-in-council and has thus the validity of law. 
It provides for the appointment of a board of examiners consisting 
of the heads of the departments of psychiatry in the three provincial 
universities, the University of Toronto, University of Western On- 
tario (London), Queen’s University (Kingston), whose duty it 
shall be to pass upon and recommend applicants for appointment 
in the provincial hospital service. 

Under the terms of the order-in-council the selection of candi- 
dates will begin in the upper classes in the medical schools, students 
approved by the board being granted undergraduate internships in 
hospitals in university centers during their final year. Students who 
have served satisfactory periods of undergraduate internship will 
receive special consideration in the later appointment of graduate 
interns. In general candidates for the provincial service will be 
required to complete one year of rotating internship in a general 
hospital before entering upon their graduate internship in psychia- 
try. Graduate interns will be selected by the board of examiners on 
the basis of academic standing throughout the medical course, gen- 
eral health and personal fitness and such further examination as 
may be deemed advisable. 

Applicants so recommended for appointment to the department 
of health will be assigned for preliminary training in the several 
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provincial hospitals. When properly qualified and as soon as trans- 
fer can be arranged, graduate interns will be assigned to the Toronto 
Psychiatric Hospital for a one year post graduate course in psy- 
chiatry at the University of Toronto. During this period they will 
serve as members of staff at the Psychiatric Hospital and will re- 
ceive instruction in various departments of the university, including 
anatomy, physiology and pathology of the nervous system, neurol- 
ogy, psychology, medicine, neurosurgery, pediatrics, gynecology, 
ophthalmology, otolaryngology—the interrelationship between psy- 
chiatry and other branches of medicine being constantly empha- 
sized. Administration, hospital procedure, therapeutics, extra- 
mural psychiatry and mental hygiene and medico-legal problems are 
also covered. In addition to regular daily clinical work the year’s 
curriculum thus outlined will occupy approximately 975 hours. 
Upon the results of the examination at the end of the year together 
with considerations of personal fitness and demonstrated ability 
recommendations for permanent appointment are made by the 
board. A gold medal donated by the minister of health will be 
awarded by the University of Toronto to the graduate intern es- 
tablishing the best record, and he will receive prior consideration 
with respect to appointment to the hospital service. 

The minister in announcing the foregoing plan for the selection 
and training of medical personnel stated that his primary objective 
was the establishment of the highest standards possible in the care 
and treatment of patients in the mental hospitals of the province. 

Such an expression of policy includes essentially all that society 
may rightfully expect from its government—and society has in- 
deed the right to expect no less. 


PROGRESS IN PSYCHIATRIC EDUCATION. 


The study of the status of training in psychiatry in our medical 
schools through the work of Dr. Franklin C. Ebaugh and Dr. Ralph 
Noble made possible by the Commonwealth Fund and other sources, 
is bearing valuable fruit. The medical profession and the medical 
colleges give increasing attention to the personality and the human 
factors in all disease, more intelligent care of deliria and greater 
tolerance toward depressions and more frankly psychotic states. 
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There is a demand for better consideration and understanding and 


facilities in helping the patient and not only the disease. Indeed 
there is an obvious tendency not to resort to peremptory declaration 
of insanity, but to open the hospitals for the insane to voluntary 
cases and to make ordinary medical care and conditions available 
for patients who are in mental difficulty and might make difficulty. 

With this has come a much more sensible recognition of a great 
deal of what is called nervous, being much more clearly a problem 
of personal and social management and adjustment than any issue 
of the nervous system as such. There is a more sensible under- 
standing of the relation of nervous and mental need for help and 
with this there is a demand for general training in what was left 
to untrained common sense, where today every social worker is apt 
to be better informed and guided than many a physician. The psy- 
chiatrist remains more of a physician and also of a socially under- 
standing worker, and the average physician includes in his thought 
and work the personal and social concerns and needs of the patient 
and family and community. With all this goes a demand for 


recognition of those who prepare themselves to assume responsi- 


bility as psychiatrists and not only as neurologists. 

The organization of a Board of Examiners in Psychiatry and 
Neurology keeps together what is difficult to separate completely, 
but makes it clear that specialistic training in diseases and manage- 
ment of nervous diseases has to be thorough and similarly that of 
training in the personality functions. The two are apt to go with 
different temperaments and talents. Yet they also interpenetrate. 
The focussing of interest on at least a general psychiatric training 
is sure to produce a more balanced general practitioner and a better 
generally trained specialist. With mental hygiene directing the 
attention to the development of the healthy assets and psychiatry 
getting beyond institutionalism a natural orientation of an in- 
creasingly constructive attitude may penetrate traditional medical 
thought and work. A good share will become the common sense of 
all medical training, and there will be more concentration of real 
psychiatry when it ceases to be the play ground of political or per- 
sonal or also professional machinations. Only 20 years ago a neur- 
ologist and a psychiatrist expounded in correspondence the supposed 
futility of any need of intensive training for a sanitarium physician. 


1935] COMMENT 947 


The atmosphere is clearing and sound and helpful orientation is 
becoming a natural result of the patient effort of practically and 
theoretically well-founded workers. 

ApoLF MEYER. 


MEDICAL EDUCATION. 


In discussing before the Association of American Medical Col- 
leges the projected inspection of medical schools and survey of 
medical education, and referring to the need for recasting the 
medical curriculum, Dr. Ray Lyman Wilbur, Chairman of the 
Council on Medical Education and Hospitals of the American 
Medical Association, made these significant remarks: 


There is a constant tendency in education to add—and subtraction takes 
place only with pain and under adverse conditions. We have built up the 
medical curriculum and medical faculty by a process of addition and accre- 
tion. We must now solidify and justify both our faculty and our curriculum 
by analysis and comparison. 

We think that a complete re-study will be helpful in giving emphasis to 
mental hygiene, psychiatry, public health, public therapy, and the social and 
economic aspects of medicine. Psychiatry, public health and the social aspects 
of medicine have become just as essential in the life of the doctor of today 
as the training of the classification of the white blood corpuscles. 


RETIREMENT OF PROFESSOR JANET. 


Professor Pierre Janet of the Sorbonne and the Collége de 
France, has announced his retirement. Wherever psychological 
medicine is cultivated the name of Janet is held in highest honor as 
one of the founders of modern psychopathology and psychotherapy. 
His has been the one sound influence during the long years of his 
teaching career and amid the numerous individualistic systems which 
have developed. 

On the occasion of his retirement the pupils and friends of Pro- 
fessor Janet will present to him a medallion bearing his likeness. 
M. Joseph Bédier, member of the Academy and director of the 
College de France, is president of the committee in charge, MM. 
Dumas and Piéron, secretaries, M. Lisbonne, treasurer. Members 
of the committee are: MM. Bergson, Berr, Blondel, Brunschwigg, 
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René Charpentier, Cattier, Claparede, Claude, Delacroix, Dvel- 
shauwers, J.-L. Faure, Lalande, Lalo, Lapicque, Larguier des 
Bancels, Lévy-Brithl, Mayer, Mignot, Meyerson, Nageotte, Parodi, 
Piaget, Rageot, Revault d’Allonnes, Roustan, Seilli¢re, Séglas, 
Wallon. 

Those who subscribe to the testimonial fund in the sum of 
100 francs will receive a reproduction of the medallion. Such sub- 
scriptions should be addressed to M. Lisbonne, Librairie Alcan, 108, 
boulevard Saint-Germain, Paris, 6°. 


jNews and I2otes. 


APPOINTMENT OF Dr. PIERSON AS SPECIAL CONSULTANT IN THE 
LovuIsIANA SERVICE.—Dr. Clarence Pierson has tendered his resig- 
nation as superintendent of the Central Louisiana State Hospital, 
and has been appointed as Special Consultant and Advisor to the 
three state institutions, including in addition to the above mentioned 
hospital the East Louisiana State Hospital and the State Colony 
and Training School at Alexandria. 

Dr. Pierson is eminently fitted for this importarit post, having 
spent thirty years as superintendent in the two Louisiana State Hos- 
pitals. He served first for eight years in this capacity at the Central 
Louisiana State Hospital, then for sixteen years at the East Louisi- 
ana State Hospital, followed by six years at the first named insti- 
tution, which post he now relinquishes to assume his new duties. 


Tue Woops Scuoots INstITUTE ON THE EXCEPTIONAL CHILD. 
The Woods Schools, formerly at Roslyn, Pa., now at Langhorne, 
Pa., held their First Institute on the Exceptional Child, with morn- 
ing and afternoon sessions, November 13, 1934. The magnitude of 
the problem of the exceptional child is indicated in the statement 
that 2 per cent of American children under 14, in round numbers 
760,000, fall in this category and require special study and training 
to offset their handicaps. 

At the meetings, which were attended by psychiatrists, psycholo- 
gists, neurologists, pediatricians and educators, Dr. Samuel T. 
Orton of the New York Neurological Institute spoke on “ The 
Development of Speech Understanding in Relation to Intelligence,” 
and Dr. Walter Timme of Columbia College of Physicians and 
Surgeons, New York, presented an illustrated paper on ‘‘ The In- 
fluence of Disturbances in the Glands of Internal Secretion on the 
Development of the Child.” Dr. Howard W. Potter of Columbia 
University conducted a panel discussion on “ The Role of the 
Emotions in the Training and Treatment of the Exceptional Child.” 
Participants in the discussion were Dr. Earl D. Bond of the Insti- 
tute of the Pennsylvania Hospital, Dr. James Q. Holsopple, psy- 
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chologist to the Department of Institutions and Agencies, New 
Jersey, and Dr. Daniel A. Prescott of the American Council on 
Education. 


MEETING OF THE CENTRAL NEUROPSYCHIATRIC HospitTat As- 
SOCIATION.—The Central Neuropsychiatric Hospital Association 
recently held its annual meeting in Cincinnati with the Central 
Neuropsychiatric Association. This organization comprises 28 of 
the leading sanitaria of the middle states. A special meeting will be 


held in Chicago January 25, 1935, at which papers will be presented 


dealing with private hospital problems and related medical subjects. 
Information may be obtained from the secretary, Dr. D. A. Johns- 


ton, Box 4, College Hill, Cincinnati, Ohio. 


OFFICIAL BRITISH DocUMENTS. REPORT ON STERILIZATION.— 
In the September issue of the JoURNAL appeared a review of a 
momentous report of the British government, namely the “ Report 
of the Departmental Committee on Sterilization.” For the benefit 
of American readers desiring to consult the original document it 
is pointed out that copies of this Report as well as of other official 
British Documents, may be obtained at nominal prices by writing 
to the British Library of Information, 270 Madison Avenue, New 
York City. 


AMERICAN ORTHOPSYCHIATRIC ASSOCIATION.—The twelfth an- 
nual meeting of the American Orthopsychiatric Association will be 
held at the Pennsylvania Hotel in New York, N. Y., February 21, 
22, 23, 1935. Dr. George S. Stevenson, President. Office of the 
Secretary, 50 West 50th Street, New York, N. Y. 


PsyCHIATRIC INTERNSHIPS, WORCESTER STATE HosPiITaAL.—Six 
psychiatric internships of 12 months to begin July 1, 1935, are 
offered at the Worcester State Hospital, Worcester, Mass. These 
include a rotating service on medical and surgical wards, male and 
female psychiatric wards, with organized instruction in the follow- 
ing courses: (1) Clinical Psychiatry, (2) Seminar in Psychoanaly- 
sis, (3) Administrative Psychiatry, (4) Biopsychiatry, (5) Juvenile 
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Psychiatry, (6) Psychiatric Social Service, (7) Neuropathology, 
(8) Fever Therapy, (9) Endocrines in Psychiatry, (10) Research 
Methodology, (11) Psychometrics in Psychiatry, (12) Biometrics. 

Registration before March 1, 1935; examination date March 15, 
1935 at 9 a. m. at the hospital. These internships include mainte- 
nance. Graduates (unmarried men) of Class A Medical Schools 
who have completed an accredited internship in medicine are eligible. 

Applications should be addressed to the Director of Clinical 
Psychiatry. 


Toe New York PsyCHOANALYTIC INSTITUTE, EXTENSION 
vis1on.— The Utilization of Psychoanalytic Viewpoints in Social 
Case Work,” a seminar especially arranged for an intermediate 
group of social workers, will be given under the auspices of the 
New York Psychoanalytic Institute during the coming semester. 
Dr. Adolph Stern will act as leader. 

The aim of this course will be to present psychoanalytically 
oriented discussions of selected case work material. In addition to 
the evaluation from the psychoanalytic standpoint of the factors 
operative in any given case situation, the formulation and appraisal 
of more or less generally valid methods of case handling will be 
undertaken. Since theoretical knowledge is of value to the social 
worker only in so far as it has been correlated with actual field ex- 
perience and can be put to practical use in the handling of clients, 
all theoretical presentation not directly applicable to the material 
under consideration will be eliminated in this seminar. The role of 
the worker in relation to the client will be given careful considera- 
tion. The course will be conducted in the form of round table dis- 
cussions in which the leader will be assisted by a member of the 
group who will function as coordinator. 

These seminars will commence on Thursday, February 7, 1935 
at 8.20 p. m., and will be given for ten successive Thursdays. There 
will be a charge of $12.00, payable to the Institute on registration. 
Attendance will be limited to 20. Members will be admitted in order 
of their registration. Kindly send application to the Executive 
Director of the Institute, 324 West Ejighty-Sixth Street, New 
York City. 
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Book Reviews. 


Arps To Neurovocy. By EF. A. Blake Pritchard. (Baltimore: William Wood 
and Company. ) 


In this condensed handbook, Dr. Pritchard has accomplished excellentiy 
what he has set out to do; namely, prepare for medical students a pointed 
and brief statement of the conditions resulting from disease of the nervous 
system. The introductory chapter sketches briefly the anatomical basis and 
the types of symptom produced by disturbance of the motor, sensory and 
cortical structures. Using this foundation for the understanding of the clini- 
cal manifestations, the disease entities are described briefly in terms of their 
more common symptoms, without a confusing mass of symptom possibilities, 
and without repetition of the underlying structural pathology. The scope of 
the material is complete. Time has not been taken for the discussion of 
experimental aspects or for references. Rather, there is given a brief, some- 
what didactic but usable description of the disease entities. 

The student should find this a useful summary of his structural and clini- 
cal information, concisely and effectively presented, and a quick reference book 
of easy accessibility. 

Tuomas A. C. RENNIE. 


SuLLta CEREBRALE Erepo Sirivitica. By Dott. Jacob Aisenscitat. 
Rome: Societa Anonima Poligrafica Italiana, 1933.) 


The author describes a case of diffuse sclerosis related to hereditary lues. 
The patient, 16 years old, developed at the age of five years, a right hemiplegia 
with complete aphasia. Two months later he regained his speech completely. 
At the age of 13, generalized convulsive seizures made their appearance and 
three years later death occurred. 

During the three years preceding death, progressive dementia made its 
appearance. No mention is made in the work of the character of the dementia. 
The clinical diagnosis at death stood as one of cerebral spinal lues (meningo 
encephalitis). Histologically the case was found to be one of diffuse sclerosis. 

The author briefly reviews the history of diffuse sclerosis and pseudo 
sclerosis in order to emphasize the fact that diffuse sclerosis is a syndrome 
representing the end results of several pathological conditions. The author’s 
case would confirm the findings of previous authors (Striimpell, Rebizzi, 
Haberfeld, Spieler, Giannuli, etc.) in the sense that lues may be the etio- 
logical factor in some cases of diffuse sclerosis. 

A, FERRARO, 
New York. 
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CrANIO-CEREBRAL SCHEMATA FOR RApIOGRAPHIC LocALIZATION. By A. 
Schiller, and H. Urban. (Leipzig: Franz Deuticke, 1934.) 


The authors describe a method for the localization of intracranial lesions 
from “ flat” X-ray plates. 

The method requires the use of a series of anatomical diagrams (which 
are provided with the monograph) and should prove of value, particularly 
in cases where stereoscopic films are not available. This technique can also 
be used to supplement information obtained from encephalograms and 
ventriculograms. 

The “schemata” are utilized by the authors with x-ray films, which 
are taken at a focussing distance of 150 cms. and consequently they cannot 
be applied directly to films taken at a shorter distance from the tube. Apart 
from this technical difficulty, the procedure should increase the anatomical 
accuracy of diagnosis of intracranial lesions. 

Eric A. LINELL. 


A New Psycuotocy. By W. Burridge, with foreword 
by Sir Leonard Hill. (London: E, Arnold, 1933.) 


This booklet contains little psychology and less physiology, yet para- 
doxically it can be appreciated best only by those who know most of these 
subjects. The main premise of the argument is that the total energy of an 
organ or of the body as a whole, is constant and the sum of two inversely 
variable energy factors, one released by impinging stimuli (propagated excita- 
tions), and one inherent and never-quiescent within the cell, organ or body 
thus excited. The latter factor is called the “rhythmicity ” factor. The 
more energy exhibited by this latter the less is utilized or required of the 
former, and vice versa. 

The physical basis of the rhythmicity phenomenon is the aggregation- 
dispersion activity of the colloidal content of nerve cells, afferent nerve-endings 
and muscle organs. From this point of view the idea of the synapse. and 
all theory erected thereon, is no longer needed. More stimuli are required to 
get across a reflex-arc not because of an increase in synaptical space-distance 
but because the rhythmical energy factor of the nerve-cells is low; when less 
stimuli evoke the response it is because the rhythmical energy is high. 

The author does not attempt to enlighten us as to the manner in which 
this rhythmical property differs from the protoplasmic streaming or move- 
ment of the cytoplasm that biologists have known for a long time; as also 
have they known of the colloidal state of the cell contents. Perhaps what 
he has in mind is a continuous reversing reaction of the aggregation-disper- 
sion, of gel-sol states. But this is an assumption rather than an observed 
fact, especially as to its relation with “high” and “low” degrees of 
“rhythmicity ” energy. Prof. Wilder D. Bancroft and associates have tried 
to show experimentally that nervous and psychic states of activity depend 
upon states of colloidal aggregation and dispersion within nerve cells. Prof. 
Burridge seems to be ignorant of this work, else how could he have failed to 
use it in support of his theory? 
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The author's use of the term “ organ of mind” is perhaps the best example 
of how his arguments often trail off into the realm of the vague and illusive. 
All of which leaves one with a feeling of futility, however much one realizes 
the author’s competence and however much one sympathizes with the sincere 
and courageous effort that he has put forth 

The naiveté of the premises, the completeness and finality of the thesis 
built thereon, the utter conviction displayed by the author that he has the 
right key to the fundamental explanation of all the problems of neurology 
and psychiatry—all this leads one to infer that the book must be the author’s 
opus ultimum. 

Mopern CLINICAL Psycuiatry. By Arthur P. Noyes, M. D. (Philadelphia: 
W. B. Saunders Company, 1934.) 


This book compares favorably with the other textbooks of psychiatry. The 
manner of presentation is clear and orderly. In general, the reviewer would 
agree with the method of presentation and would feel that it is as fair and 
unbiased as it could be made. The book starts with an interesting and sat- 
isfactory description of the personality and its component parts and goes 
on to a discussion of mental mechanisms, which, while brief, brings in a 
great deal of excellent material. Chapter 5, the Causes and Nature of Mental 
Disease, is a well-balanced presentation of the various theories. The defect 
in much of the work tending to prove the hereditary nature of mental disease 
is pointed out, and the author admits quite frankly that we do not know the 
final answer to this question. The statement that ‘ Psychoses are rare until 


adolescence, when their incidence rises sharply and continues gradually to 
increase until the fourth decade, after which the curve of incidence begins to 
fall, later to show a slight rise in the involution period, and later a more 
marked one in the senium” appears to the reviewer to be somewhat mislead- 
ing. If mental disease, as determined by admission to state hospitals, is 


measured in terms of age periods and this, in turn, is compared with the 
number of persons of that age period in the total population, it will be found 
that mental disease increases steadily from the time of adolescence until the 
senium. The discussion of the role of alcohol seems somewhat inadequate. 
The discussion of the different types of psychoses is, in general, satisfactory. 
With the amount of space available, it seems that there has been a reasonable 
allocation for the different types. The general viewpoint of the writer can be 
said to be that of American psychiatry. Much weight is placed upon the 

ritings of Meyer, Hoch, Campbell, and other leaders of psychiatric thought 
in this country. An attempt is made to give due credit to Freud, Jung, 
Adler, Janet, Kretschmer, and others whose contributions have markedly 
affected psychiatric thought. To the reviewer, the conclusions drawn are 
satisfactory. To many others, they will doubtlessly seem one-sided or incor- 
rect. It is unfortunate that the book should have been written just before the 
new classification of mental diseases was brought out. While this does not 
affect the validity of the material presented, it is obviously desirable to have 
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a textbook which follows the scheme of classification indorsed by all the 
important medical societies of this country. On the whole, the book can be 
recommended as a very satisfactory presentation in as far as any volume 
that size can attempt a complete presentation of the subject. It should serve 
as a satisfactory textbook for medical students and others and deserves to rank 
high among the textbooks on the subject. 

Kart M. BowMaAn. 


THE NATURE AND TREATMENT OF AMENTIA: PSYCHOANALYSIS AND MENTAL 
ARREST IN RELATION TO THE SCIENCE OF INTELLIGENCE. By L. Pierce 
Clark, M.D. (Baltimore: Wm. Wood & Co., 1933.) 


This posthumous treatise, dedicated to Sigmund Freud, with a foreword by 
Ernest Jones, and printed in England, is an honor to the kindly gentleman 
and scholar whose thought and labor it records. It makes us regret the more 
Dr. Clark’s demise at the too early age of 63. Greatly daring, the present 
reviewer asked him a few months before his death how it was that he became 
a convert to the psychoanalytic system, and he replied that he was forced 
into it by a logical adherence to the truth—which was characteristic of the 
man, certainly. 

The volume is divided into 7 chapters as follows: the problem of mental 
arrest; the maximum state of mental arrest; feeblemindedness; secondary 
amentia; the borderline of feeblemindedness; social behavior in the ament; 
and the present and the future outlook in the treatment of amentia. As a 
frontispiece is Velasquez’s “ The Idiot.” 

The 18 pages of the introduction offer a good summary of the “ concep- 
tions advanced by the Freudian school.” One would look long before finding 
a better one in so small a number of words. Part two analyzes two boy 
idiots’ behavior, but the author seems to have small hope of curing this 
bottom grade of “ psychathenia.” The 75 pages of part three discuss feeble- 
mindedness in general, always from the narrow Freudian viewpoint, and 
take up numerous traits, interpretations and problems more or less “ soluble” 
by psychoanalysis. “ Frequently,” Dr. Clark thought, “the mental age can 
tell us little, for some capacities may be at a high level, while others are of 
such low grade that the average is really poorer than the individual shows 
in his daily occupations.” 

Part four, “secondary amentia,” discusses two young female epileptics 
and their various levels. There is much here about bananas and diapers and 
chocolate and menstruation and lead pencils, nursing and little brooks and 
other homologous topics so dear to the “analytic” mind of the orthodox 
Freudian. Other causes of mental deterioration are not discussed. Part five 
is concerned with the borderline of amentia, and has analytic notes and 
animadversions on two male cases. Part six “sets forth some tentative 
formulations afforded by the depth-psychology (note the new term) of Freud 
to make more patent the intra-psychic defects that subtend behavior prob- 
lems in the ament.” It discusses mostly forms of antisocial behavior and 
criminality and in it there is much about the super-ego weakness and the 
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therapeutic problem seen from the psychoanalytic powers of the subconscious. 
In part seven, on the present and future outlook in the treatment of feeble- 
mindedness, the lamented author does his best to set forth the inadequacy of 
current therapy of amentia and to argue for the success in many cases could 
psychoanalytic care be given to these folk. He utterly ignores the circum- 
stance that a cytopenia of the supra-granular layer of the great cortex con- 
ditions intelligence. In this respect this point of view reminds one of Eddyism. 

“Our goal has been to suggest interpretations of the observed facts in 
amentia, and to submit possibilities for future advance in helping the ament. 
If in doing this we have stimulated deeper consideration of the retarded 
individual’s flight; if we have focussed attention on the need for further 
knowledge of the ego-structure and its dynamic components; and if we have 
also aroused thought concerning all phases of normal or abnormal education 
and functioning—then we have more than served our purpose.” 

In the humble opinion of the present reviewer L. Pierce Clark’s volume is 
a most interesting essay in applied Freudism. The sapient reader, if not 
other classes of readers, will find every page of it interesting—and some will 
find its hopefulness important and a sanction for its production. 

GeEoRGE VAN NEss DEARBORN. 


PsycuoLocy oF Sex. By Havelock Ellis. (New York: Ray Long and 
Richard R. Smith, Inc., 1933.) 


It is not difficult to remember the time when among the literary arcana of 
the informed adolescent might be found a copy of Krafft-Ebing, one of Have- 
lock Ellis, possibly a translation from Ovid and a marked copy of the Old 
Testament. The former two especially, not enjoying the distinction of being 
sacred, were not sold openly and were therefore not widely read—openly. 
Tempora moresque mutantur. Today a new book by Havelock Ellis is dis- 
played in an audible poster-jacket and incontinently becomes a best-seller; 
while this venerable philosopher of sex is much in request to write introduc- 
tions for intimate essays by other authors in polite as well as scientific 
literature. 

Havelock Ellis began the studies of which his name has become a symbol 
in the early ’seventies. Writing in 1897 in the general introduction to the 
encyclopedic seven volume, series, Studies in the Psychology of Sex, he said: 
“As a youth I was faced, as others are, by the problem of sex. Living partly 
in an Australian city where the ways of life were plainly seen, partly in the 
solitude of the bush, I was free both to contemplate and to meditate many 
things. A resolve slowly grew up within me: one main part of my life- 
work should be to make clear the problems of sex.” 

In the next twelve years the six original volumes of the Studies saw the 
light; in 1928 appeared the seventh, supplementary volume “ made up of what 
Schopenhauer would have called paralipomena and parerga.” These seven 
volumes, comprising 2846 pages, together with an earlier treatise, Man and 
Woman, “ put forward as a prolegomenon to the main work,” traverse the 
entire field of sex, normal and abnormal, in all its aspects, biological, psycho- 
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logical, medical, social, historical. For the student of sex the whole series 
of the Studies is indispensable. The busy physician, however, and the student 
require a briefer book which shall serve as an authoritative introduction to 
the subject and in some sort epitomise the larger work. Hence the present 
volume. 

The author begins with a discussion of the physical basis of sex and the 
factors of sexual selection; considers next the earliest manifestations and 
development of the sexual impulse in childhood and adolescence, with whole- 
some advice in the matter of education; continues with the subject of sexual 
deviation, normal and abnormal, and its social significance, a special section 
being devoted to homosexuality; and deals finally somewhat exhaustively 
with the art of love and marriage in both its ideal and pathological aspects. 
This book supplies information upon vital topics which every physician should 
be in a position to discuss authoritatively with his patients, but which unfor- 
tunately are still largely neglected in medical education. “ Ancient supersti- 
tions still prevail in our medi¢al schools, and the medical students of today 
are for the most part still treated with almost the same misplaced reverence 
as the school children of a century ago, whom it was sometimes considered 
indecent to instruct in so sexual a subject as botany.” More than to any 
other man we owe to Havelock Ellis, whom Olive Schreiner described as a 
“cross between Christ and a faun,” the cure, by no means yet complete, 
of that almost universal modern perversion—sexophobia. 

When we realize that for years Havelock Ellis could not find in England 
a publisher for his studies in sex, and that they were banned from the Brit- 
ish Museum or could be obtained there only in the German translation, we 
cannot but be grateful for the progress which has been achieved wherein all 
human problems can be brought dispassionately within the field of scientific 
investigation, and not only so, but which is further signalized by a public 
consciousness willing to receive and able to assimilate the findings of such 
investigation. “Sex lies at the root of life, and we can never learn to 
reverence life until we know how to understand sex.” 


BP. 


jn Memoriam. 


WILLIAM FRANCIS DREWRY. 
1860-1934. 


Dr. William Francis Drewry was born of an old and prominent 
Virginia family in Southampton County, Va., on March 10, 
1860. He went to Randolph-Macon College and afterward, in 
1884, graduated from the Medical College of Virginia. He married 
Miss Bessie Seabury of Petersburg, Va., and leaves four children. 

Dr. Drewry entered early into psychiatric work and was as- 
sistant physician at Central State Hospital in Petersburg, Va., from 
1886 to 1896. From 1896 to 1924 he was superintendent of this 
state hospital. Although the hospital was for insane negroes it 
became a model state institution for the South and Dr. Drewry’s 
reputation spread throughout the nation. From 1924 to 1929 Dr. 
Drewry was city manager of Petersburg. In 1929 he became the 
head of the Mental Hygiene Department of the Public Welfare 
Division of the State of Virginia. In all of these positions he be- 
came noted as an executive of the highest type and capability. He 
created the work of the Mental Hygiene Department and gave to 
it the fruition of his long and wide experience. 

Dr. Drewry was a member of various medical societies including 
The American Psychiatric Association and the National Committee 
for Mental Hygiene. In all of his associations, professional and 
otherwise, Dr. Drewry’s presence lent dignity, courtesy and in- 
telligent expression. 

But it was not from official positions held that Dr. Drewry’s real 
characteristics sprang. He was a man of the kindliest heart and 
his actions were activated by human sympathies and deep under- 
standing. He possessed an unhurried logical mind, reaching his 
conclusions by one firm step after another. He was almost free 
from prejudices ; he was judicial and merciful. When, however, 
he reached a conclusion he was still courteous, still kindly but 
unshakable. His was an absolute honesty and when he espoused 
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a cause he had the ability to gain the confidence of others in that 
cause. Thus in his work in the state hospital, in his interest in 
public health, in his development of mental hygiene and in his 
conferences he became unusually successful and mental health in 
Virginia steadily advanced under his leadership. 

Dr. Drewry died on October 19, 1934, after an illness of several 
months. He was not vain of the honors that had been heaped upon 
him but his regret was that he could not have accomplished more. 
He never realized that his death was due in part to the arduous 
labors which he so willingly performed. 

BEVERLEY R. TuCKER. 


THEODORE H. WEISENBURG. 
1876-1934. 


Time is an important factor in evaluating the life and character 
of any man, for as years pass, his personality and his works come 
to have a perspective which is lacking in the first few weeks of 
his loss. A great many outstanding things, however, may be im- 
mediately related concerning Dr. Theodore H. Weisenburg, whose 
untimely death occurred on August 3, 1934. Of all his achieve- 
ments one of the greatest, in the estimation of his friends, was his 
leadership in American neurology as editor-in-chief of the Archives 
of Neurology and Psychiatry. Through this medium he expressed 
his neurological idealisms and fought vigorously for the mainte- 
nance of particularly high standards of neurological work and liter- 
ary contribution. He loved his editorial work and the stimulation 
that came, pari passu, from contact with other world leaders in 
neuropsychiatric matters. It is well recognized that largely through 
his stimulating interest the Archives has come to have a very wide 
circulation and an unsurpassed journalistic standing. In all his 
editorial work he had a singleness of purpose, the resolution to 
publish nothing but the best literature obtainable. This end was 
attainable because of his naturally well-developed critical sense. 
He was able to go to the root of a scientific communication and 
point out its strength and weaknesses clearly. His criticisms were 
oftentimes severe, but time always revealed that they were just 
and constructive. There was an impersonal attitude in his critical 
surveys and behind it was his genuine concern for the raising of 
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standards of neurological work in America. It was “all for the 
good of neurology.” 

As a teacher Dr. Weisenburg was uniformly forceful, vigorous 
and interesting and attracted a full attendance at his lectures. It 
was not only the masterly portrayal of facts presented to students 
that made him interesting, but also the stimulation to independent 
thinking. 

He was never supine, but fought tenaciously, aggressively and 
logically for his viewpoints. He possessed the characteristic of 
persistency even in the face of almost overwhelming odds. He 
was friendly and deeply interested in the work of others, particu- 
larly the younger neurologists, and appraised the personalities 
of individuals keenly. 

Dr. Weisenburg was born in New York City on April 10, 1876. 
He received his education mainly in public schools, including two 
years at Lehigh University. He graduated from the University 
of Pennsylvania in 1895 and that same year began the study of 
medicine. He received his medical degree in 1899 and served 
for six months as surgical interne in the Lackawanna Hospital in 
Scranton, Pa. Following this he became an interne in the Phila- 
delphia Hospital, where he remained for one year—1900-19g0I. 
He then enlisted in the U. S. Army as contract surgeon, serving 
the most of his time in the Philippine Islands. He was honorably 
discharged from military service November 1, 1902, and returned 
to Philadelphia to take up the practice of medicine. 

He was early interested in nervous disorders and during his 
internship found great satisfaction in visiting other hospital wards 
seeking out neurological material. He was even then interested 
in the possibilities of neurosurgery and frequently persuaded the 
surgeons of the hospital to operate on suitable cases. This interest 
was further evidenced in scientific papers published as early as 
1904. 

He took up general practice in Philadelphia in 1903 with offices 
near 50th and Market Streets working with Dr. J. W. McConnell 
for about one and a half years, but his keenness for neurology 
caused him to spend every spare moment, which at that time natur- 


ally amounted to considerable, in the study of the neurological 
cases in Blockley. In this he was largely inspired and encouraged 
by one whom he greatly admired—the late Dr. Charles K. Mills. 
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After about 18 months of general practice he devoted his time 
almost exclusively to neurology, working with Doctors Mills, 
Spiller, Dercum and Burr. 

In 1904 Dr. Weisenburg was made instructor in neurology and 
neuropathology at the University of Pennsylvania and held this 
position until 1907, when he was made professor of neuropa- 
thology and assistant professor of neurology at the Medico-Chi- 
rurgical College in Philadelphia. Later he was appointed clinical 
professor of neurology in the same institution. After June 2, 
1916, due to the merger of the Medico-Chirurgical College with 
the University of Pennsylvania School of Medicine, he was with- 
out teaching connections, though holding consulting positions in 
several of the large hospitals of Philadelphia and vicinity. On 
July 1, 1918, he was made professor of neurology in the Medico- 
Chirurgical Graduate School of Medicine of the University of 
Pennsylvania and with the organization of graduate courses in 
neuropsychiatry he became a vice-dean on July 1, 1920. 

On July 7, 1916, Dr. Weisenburg was elected to active member- 
ship in the Association of Military Surgeons of the United States. 
On September 20, 1918, he received his commission as major in 
the Medical Reserve Corps of the U. S. Army and served with 
that rank until his discharge on March 26, 1919. Before entering 
upon active service during the World War he was co-author of a 
Manual of Neurosurgery, a book which has continued in use in 
the department of military medicine. In September, 1917, he was 
appointed military director of a government training school in 
Philadelphia and organized courses of instruction in neurology, 
neurosurgery and psychiatry, which were given by himself and his 
Philadelphia colleagues. His title then was Contract Surgeon and 
Director, U. S. Army Neuropsychiatric Training School. He was 
also a member of the Executive Committee of the War Committee 
of the National Committee for Mental Hygiene with appointment 
beginning in June, 1917. 

On October 12, 1918, Major Weisenburg arrived at U. S. A. 
General Hospital No. 30 at Plattsburgh Barracks, N. Y., by orders 
from Washington to direct the treatment of the neurological and 
psychiatric cases hospitalized there. His “atmosphere of cure” 
and principles of treatment of the psychoneurotic patients proved 
to be highly successful. Later he was transferred to U. S. A. Gen- 
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eral Hospital No. 1 (the Columbia War Hospital), where he di- 
rected the study and treatment of peripheral nerve cases. The 
mass of material found here was of extreme interest to him from 
the standpoint of motor and sensory neurology and he learned much 
that was of value to him in his later teaching and writings. Upon 
discharge he resumed his private practice in Philadelphia, which 
he actively continued until his last illness. 

In 1905 Dr. Weisenburg was elected to active membership in 
the American Neurological Association, of which he became vice- 
president in 1917 and president in 1918. In 1919 the Association 
elected him a councillor and the editor of its Transactions. He 
was chairman of the Section of Nervous and Mental Diseases 
of the American Medical Association in 1908. Appointed editor- 
in-chief of the Archives of Neurology and Psychiatry in August, 
1920, a few months after the appearance of the first number, he 
continued in that capacity until the time of his death. To those 
who were associated with him in Archives work and to his other 
associates the direction of this publication was a monumental work. 

In his own estimation his book on aphasia was his greatest 
contribution to neurology. He worked for five years on this as 
a research problem and was ably assisted by several psychologists, 
one of whom, Miss Katherine Mcbride, Ph. D., is co-author. <A 
very short time before his final illness he took the manuscript of 
his book to New York to the Publications Committee of the Com- 
monwealth Fund, whose grant had made the research possible. 
Aphasia was the natural subject for him to choose for the first 
Charles K. Mills Memorial Lecture, which he read at the meeting 
of the American Neurological Association in Washington, D. C., 
in May, 1933. As a result of his work on aphasia he discovered 
that tests for adult intelligence were definitely needed and, there- 
fore, with Miss McBride's assistance and that of other psychologists 
he formulated such tests and used them. These tests form the 
subject matter of a second book, which will | 
acceptance for publication in the near future. 


e submitted for 


At the time of his death Dr. Weisenburg was president of the 


Association for Research in Nervous and Mental Diseases ; member 
of the recently created Examining Board for Certification of 
Specialists in Neurology and Psychiatry; neurologist to the Phila- 
delphia General Hospital (active consultant), Philadelphia Ortho- 
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pedic Hospital and Infirmary for Nervous Diseases and Graduate 
Hospital of the University of Pennsylvania; consulting neurolo- 
gist to the Wills Hospital, St. Joseph’s Hospital, Philadelphia, and 
Homeopathic Hospital in Wilmington, Del.; consulting neurolo- 
gist to the Chester County Hospital, West Chester, Pa., and the 
Hospital for Contagious Diseases of Philadelphia. He was also a 
member of the Pennsylvania Mental Hygiene Committee of the 
Public Charities Association. 

He was a fellow of the College of Physicians of Philadelphia, 
fellow of The American Psychiatric Association, member of the 
Philadelphia County Medical Society, Philadelphia Neurological 
and Philadelphia Psychiatric Societies, member of the American 
Medical Association, member of the Association of Military Sur- 
geons of the U. S., member of the Medical Club, the University 
Club and the A£sculapian Club of Philadelphia, and a member of 
the Tredyffrin Country Club in Paoli, where he lived. In 1926 
he was made a corresponding member of the Verein ftir Psychiatrie 
und Neurologie in Wien, an honor that he cherished highly. 

Dr. Weisenburg possessed a remarkably clear vision and ability 
for organization and because of these endowments he was natur- 
ally called upon for advice and counsel in many things. He was 
often chosen for leadership in important matters and once his 
interests and enthusiasms were aroused he pursued his objectives 
tirelessly and logically until consummation had been realized. His 
death at the age of 58 has left a gap in the ranks of neurologi- 
cal medicine which will be difficult to fill and there are many 
substantial friends both in America and abroad who regret his un- 
timely passing. 

CLARENCE A. PATTEN. 


LEWIS STEPHEN PILCHER. 
1845-1934. 


The death of Dr. Lewis Stephen Pilcher on December 24, 1934, 
at the age of 89, ended the career of the editor for half a century 
of the oldest surgical journal in the United States, the Annals of 
Surgery. 

Dr. Pilcher entered the University of Michigan at 13 years of age, 
receiving his bachelor’s degree at 17—and still stands today the 
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youngest graduate of that institution. Within a year was added his 
master’s degree, and at this time he entered on his medical career. 
This was in 1863, the Civil War was raging, and the next year he 
volunteered his services as a hospital steward and threw himself 
whole heartedly into the work of caring for the sick and wounded. 
He graduated in medicine from the University of Michigan in 1866; 
and in 1900 this same institution conferred on him the honorary 
degree of Doctor of Laws. 

At the age of 20 he began general practice in a rural district in 
Michigan, teaching in a little schoolhouse at the same time in order 
to guarantee a livelihood. Dr. Pilcher then took an interneship in a 
Detroit Hospital and a post graduate course in hospitals in New 
York City, and in 1867 he was appointed Assistant Surgeon Gen- 
eral in the United States Navy. For five years he led an intensely 
useful and active life and one full of varied experiences on land and 
sea. In 1869 he was called upon to replace a surgeon who had been 
one of the first to die of yellow fever on a ship in the Havana Har- 
bor. By the time of the ship’s arrival in New York 37 of the crew 
had developed the disease, 17 of whom had died, and Dr. Pilcher 
himself had become stricken and had to be removed to the Naval 
Hospital in Brooklyn. His retirement from the navy, his marriage 
and entrance into private practice all took place in 1872. Am- 
bitious to further both the science and the scholarship of medicine 
Dr. Pilcher began with the organization of a dissecting room in his 
own house; from this grew eventually an extensive museum and 
library. In 1879 he became Adjunct Professor of Anatomy and 
Surgeon to the Dispensary at Long Island College; and in 1885 
he was appointed Professor of Surgery at the New York Post 
Graduate Medical School. 

Dr. Pilcher held various posts of honor during his life time. He 
was President of the New York State Medical Society in 1892 and 
of the Medical Society of the County of Kings in 1900; a fellow 
of the American Surgical Association and its president in 1918; 
honorary fellow of the American College of Surgeons, the Phila- 
delphia Academy of Surgery, the College of Physicians of Phila- 
delphia, the New York Surgical Society, and the Brooklyn Surgical 
Society, and one time Commander-in-Chief of the Grand Army of 


the Republic. 
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In the year 1884 Dr. Pilcher originated the Annals of Surgery, 
and was its editor until his death. It has been guided continuously 
by a single hand. Dr. Pilcher will be known in the history of medi- 
cine not alone as a distinguished surgeon, but as one of the outstand- 
ing medical editors of America, and indeed of the world. 


NELSON HENRY BEEMER. 
1853-1934. 


Dr. Nelson Henry Beemer, who was one of the pioneers in psy- 
chiatry in the Province of Ontario, died at Toronto in his eighty- 
second year on the twenty-third of September, 1934. 

Dr. Beemer was born in Norfolk County, Ontario, August 19, 
1853. He graduated in medicine from the University of Toronto 
in 1874, and began at once the general practice of medicine. His 
psychiatric career began in 1878 when he was appointed assistant 
physician at the Ontario Hospital, London, where he enjoyed the 
inspiring association of the superintendent, Dr. Richard M. Bucke, 
who constitutes one of the unique figures in American psychiatry. 
In 1888 Dr. Beemer went to the Ontario Hospital, Hamilton, as 
acting superintendent, and in 1894 was appointed superintendent of 
the Ontario Hospital, Mimico, in which position he continued until 
his retirement in 1928. 

Dr. Beemer’s services as a teacher had been in requisition from 
the early years of his hospital work. He was lecturer on mental dis- 
eases at the University of Western Ontario in London, and later 
extramural professor of medical psychology at the University of 
Toronto; the latter position he occupied from 1900 to 1920. 

His professional life was well balanced with many other interests. 
He was an ardent sportsman and developed at his hospital one of 
the most proficient cricket elevens in America. It was always an 
inspiration for his associates to see his boyish enthusiasm renewed 
each year when the trout season opened, and each autumn when the 
ducks began to fly south. Numerous trophies and presentation 
pieces attested his skill and interest in a variety of avocations. He 
held various posts of honor ; was president of the Aesculapian Club, 
Toronto, in 1929, a life fellow of the Toronto Academy of Medicine, 
of the American Psychiatric Association and of the Canadian Red 
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Cross Society ; he was honorary consultant of the Board of Pension 
Commissioners for Canada. 

Dr. Beemer married in 1879 Mary A. W. Laing, who died several 
years ago; he is survived by a son Arthur, and a daughter, Mrs. 
Helen Knap. 

Dr. Beemer was a striking example of the cultured gentleman. 
The charm of his personality endeared him to an unusual degree to 
all those who enjoyed association with him, colleagues, friends and 
patients. He loved his work and was the untiring advocate of those 
who depended upon his professional skill and judgment. As a hos- 
pital administrator and organizer he afforded a model for the emula- 
tion of his co-workers. His opinion was regarded as authority 
which was only enhanced by the modesty with which he expressed it. 
His qualities of heart and head were of the kind which his successors 
may contemplate with profit. 


CLAUDE A. McCCLENAHAN. 


JOHN HENDREN BELL. 


1883-1934. 


Dr. John Hendren Bell of Staunton, Virginia, died at his home 
on August 9, 1934, at the age of 51 years, of coronary thrombosis. 
Dr. Bell, formerly superintendent of the Virginia State Colony, 
had resigned his post last year owing to failing health. 

He received his academic education at Washington and Lee Uni- 
versity, University of the South, University of Virginia and the 
Medical College of Virginia. During the World War Dr. Bell 
served in the 20th Division, and later held the rank of major in the 
Medical Reserve Corps. He was also a member of the Red Cross 
Commission to the Balkan States and established hospitals there. 

Dr. Bell had the distinction of performing the first eugenical 
sterilization in Virginia in October 1927, under the authority of 
the General Assembly Act of 1924. He was also a litigant before the 
United States Supreme Court in the historic case of Buck vs. Bell 
in which the constitutionality of the sterilization act was established. 
He made a number of noteworthy contributions to the literature 


on mental disorders, sterilization and eugenics. 
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Dr. Bell was a member of the following societies: fellow of the 
American Medical Association ; fellow of the American Psychiatric 
Association and a vice-president of that Association ; chairman of 
the section on convulsive disorders and president of the Inter- 
national League against Epilepsy; American Association for the 
Advancement of Science; Virginia Academy of Science; Medical 
Society of Virginia; Phi Gamma Delta and Theta Nu Epsilon 
fraternities, and the Rotary Club. 


